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Infections, in the female, caused by the gon- 
ococcus are no respectors of age. Few diseas- 
es are so liable to complications. Few diseases 
have such varied manifestations ranging from 
unrecognized symptoms to severe and even 
dangerous illnesses. 

The measures used to treat gonorrheal in- 
fections are numerous; agreement between the 
advocates of various treatments until recently 
has been lacking. It is the purpose of this pa- 
per to summarize the treatments generally en- 
dorsed by leading gynecologists. 

VAGINITIS occurs from infancy to puberty; 
prior to puberty the vaginal mucosa does not 
develop a cornified layer which offers resist- 
ance to invasion of the gonococcus. Infection 
is contracted probably most frequently with- 
out genital contact from toilets, bath tubs, 
towels or digital contamination. Gonorrhea is 
so highly contagious in infancy and early child- 
hood that epidemics frequently occur in or- 
phanages and other institutions where large 
numbers of female infants and young girls 
are closely confined. 

This condition was formerly termed vulvo- 
vaginitis but the term is a misnomer as the 
excoriations so frequently seen on the vulvae 
are not due to invasion of the skin by the gon- 
ococcus but by the irritation of the discharge 
from the vagina. The glands. of the cervical 
canal are very rarely involved in the infec- 
tion and inflammation of the endometrium and 
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the Fallopian tube prior to puberty has been 
reported but a few times. There is evidence 
that gonorrhea in girls nearing puberty may 
invade the cervical glands and later the upper 
genital tract producing typical salpingitis. 


Diagnosis of this condition is usually not dif- 
ficult. In the early acute stage there is a pro- 
fuse purulent discharge which is exceedingly 
irritating to the vulvae, the inguinal folds of 
skin, and even the perineum. Gonococci are 
readily identified by microscopic examination 
of this discharge. If examination of this ex- 
terior discharge is negative then through a 
small size Kelly cystoscope, with the child in 
the knee chest position, the vagina can be ex- 
amined and a specimen of pus obtained from 
high up in the vagina. I have found this to be 
a most valuable procedure both for examina- 
tion and treatment. The method is painless 
and has the added advantage that the child 
can not see what is being done. 


TREATMENT: For many years the teach- 
ing was that gonorrheal vaginitis was a very 
stubborn disease with a marked tendency to 
become chronic and that vigorous, persistent 
long-continued treatment was necessary for its 
eradication. For this reason daily or twice 
daily douches with bichloride solution, per- 
manganate of potash, applications of strong 
solutions of silver nitrate and other antiseptics 
were used. More recently the teaching has 
been and now is that vaginitis is a self limiting 
disease with practically no tendency toward 
chronicity and that simplicity and gentleness 
are the keynotes of its treatment. 

Paine’ treats these little patients with noth- 
ing but soap and water for external cleanli- 
ness and a local dusting powder of boracic acid 
to relieve the irritation. This almost nihilistic 
method of treatment will result in cures but 
the disease course can be shortened and better 
results obtained by the method introduced by 
Schrauffler and Kuhn* who use reliable, non- 
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irritating antiseptics incorporated in anhydrous 
lanolin to make a stiff paste. They use one per 
cent silver nitrate and 10 per cent argyrol or 
tive per cent mercurochrome may be used. 
This antiseptic paste is packed into an old 
fashioned glass syringe with asbestos wrapped 
plunger and with the child in knee chest pos- 
ture the tip of the syringe is gently introduced 
into the vagina and the vaginal canal is then 
filled full of the ointment. 


The object is to thoroughly distend the vag- 
ina so that the folds and rugae are entirely ob- 
literated, bringing the medication in contact 
with the entire vagina. A pad is then applied 
and the patient goes home. ‘freatments are to 
be repeated every other day. The lanolin be- 
ing miscible with water makes an ideal base. 


Home treatment other than soap and water 
externally should not be used. The authors re- 
ferred to above have used this method in over 
2,000 cases with no complications and with 
most satisfactory results. I have found this 
method simple, painless and most effective. 


Brown’ and Lewis’ have tried treatment of 
gonorrheal vaginitis in children with daily in- 
‘jections sub-cutaneously of 50-150 units of the- 
elin. The treatment is based on the observa- 
tion that when theelin is administered to im- 
mature female monkeys the vaginal mucosa 
quickly takes on adult characteristics. In vag- 
initis they found the same changes and disap- 
pearance of the discharge and organisms. 

ENDO-CERVICITIS: After puberty the gon- 
ococci do not attack the vaginal mucosa but 
“the complex mucous glands of the endocervix. 
These glands pour out purulent material in 
the more acute stages and in the chronic 
stages mucus with leucocytes. Diagnosis of gon- 
“orrheal endocervicitis may be easy or difficult 
‘according to the stage of infection. The cor- 
rect technique is to thoroughly wipe all pus 
and mucus from the vagina; then pass an 
“applicator with a small amount of wrapped 
cotton into the cervical canal and thoroughly 
rub it on the walls. The gonococcus may be 
obtained in almost pure culture. Differential 
diagnosis must be made between gonorrheal 
infection and trichomonas vaginitis. A plat- 
inum loop full of vaginal secretion, or pus from 
a swab, should be mixed with normal saline 
and examined fresh; trichomonas, if present 
will be seen as motile flaggellates under the 
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high power dry lens of the microscope. Tri- 
chomonas infection is very prevalent in the 
Southwest. 


As soon as the diagnosis of gonorrheal cer- 
vicitis is made, treatment should be instituted. 
Douches as ordinarily advised are useless, ex- 
cept to remove secretions and to apply heat. 
No douche can reach the source of infection 
in the cervical glands, but a gallon of water at 
120° will produce an active hyperaemia of the 
cervix and will have beneficial action. 


Brady introduced the method of applying 
20 per cent mercurochrome solution on appli- 
cators into the cervical canal and the intro- 
duction of a five per cent mercurochrome tam- 
pon in the vagina. The writer has been using 
a narrow strip of gauze soaked with 20 per 
cent mercurochrome packed tightly into the 
cervical canal and a five per cent mercuro- 
chrome tampon in the vagina. Both tampons 
provided with threads for easy removal are 
left in place for 24 hours. They are then re- 
moved by the patient and a hot douche taken. 
The tampon treatment is repeated every sec- 
ond day. This method is rational in that there 
is a continued application of the antiseptic and 
the packing by dilating the openings of the 
cervical glands allows drainage and allows the 
antiseptic to penetrate to the base of the 
glands. That this penetrating action actually 
occurs is shown by the fact that the mucus 
secreted by the cervical glands is still red 48 
hours after the tampon has been removed. 
This treatment should be kept up for three to 
four weeks except at menstrual periods. Ex- 
amination of specimens from the cervix should 
be taken after the second week of treatment. 
It is unusual to find gonococci after the third 
treatment but unsafe to pronounce a cure. 
After three weeks a rest of a week is allowed 
with examination again at the end of that time. 
Examination right after menstruation, will 
usually show gonococci if they are still. pres- 
ent. Three negative slides including) one after 
menstruation probably mean a cure but fur- 
ther examinations should be made. If. slides 
are negative after two successive menstrual 
periods the case may be dismissed. 

Chronic gonorrheal cervicitis usually . re- 
quires similar treatment and also the cautery. 
A fine cautery is inserted into the cervical 
canal up to the level of the internal os and 
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four stripes are burned. The burned stripes 
should be deep enough to reach and destroy 
the deeper portions of the gland tubules. The 
canal then, should be packed as outlined above. 
These cauiterized areas destroy part of the 
gland bearing tissue and between the cautery 
lines the other glands are opened up so that 
antiseptics may penetrate and destroy the or- 
ganisms. It may be necessary in a week or 
two to-use the cautery again burning the areas 
between those previously treated. The di- 
athermy loop with cutting current can be used 
in place of the cautery with excellent results. 


Medical diathermy has been disappointing - 


as a treatment of endocervicitis. 


Anothe¥* method recommended for chronic 
cervicitis is the injection at several points into 
the cervical tissues of two per cent mercuro- 
chrome solution, injecting the solution as close 
as possible to the base of the cervical glands. 

URETHRITIS: Urethral irritation in my ex- 
perience has not been a frequent complication 
of acute gonorrhea. When it does occur instilla- 
tion of two cc. five per cent mercurochrome 
into the urethra usually suffices to give relief. 
Infection in Skene’s tubules may be treated by 
injection directly into the tubules through a 
blunt needle or by use of a fine cautery. 

Cystitis occurs frequently and is treated by 
argyrol 10 per cent in the bladder and by bland 
urinary antiseptics. Pyridium seems to be ef- 
fective for gonorrheal cystitis and is non-irri- 
tating. After the acute stage urotropin and 
ammonium chloride are more effective. 

Abscesses. of Bartholin glands should be 
opened arid drained or aes gland should be ex- 
cised. 

Gonorrheal saihiltightle is in the beginning an 
acute inflammation of the mucosa lining—the 
Fallopian tubes and is always preceded by an 
acute endometritis from which the inflamma- 
tion extends to the tubes. The endometritis is 
transitory. and usually brief in duration and 
may cause no symptoms of itself. 

Salpingitis is an extremely variable disease, 
being in many ‘instances so mild as to be un- 
recognized, by the patient or causing extreme 
pain and disability. The danger to life has 
been greatly exaggerated. 

Dr. Hunner last summer in a personal con- 
versation said that he had never known of a 
case of salpingitis dying if left alone, but he 
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had known many to die following operative at- 
tempts at saving the patient’s life. 


It is a constant surprise to examine patients 
and find indurated tubes, to take Salpingo-— 
grams and find the tubes closed and to | be un- 
able to elicit history of any pelvic inflamma- 
tory disease—no attacks of pain in the pelvis, 
no fever nor any other symptoms to account 
for the pathology found. 


In order to undertake treatment of salpin- 
gitis in a rational manner a thorough under- 
standing of the essential pathology is ‘neces- 
sary. As the inflammatory process extends 
from the endometrium to the tubes the mucosa 
of the tubes becomes edematous and the wall 
of the tube becomes congested and filled with 
leucocytes. The abundant purulent exudate in 
the lumen of the tube can drain through the 
uterine cavity and cervix and vagina, or 
through the fimbriated end of the tube into 
the peritoneal cavity. There is undoubtedly 
drainage into the peritoneal cavity in all cases 
of acute salpingitis; and the severity of the 
symptoms varies with the volume and duration 
of this contamination. Fortunately, there is an 
immediate tendency on the part of the fimbriae 
of the tube to agglutinate to each other sealing 
the end so that peritoneal spill may be early 
limited. This sealing is at first due to a fibri- 
nous exudate which in time becomes fibrous; 
the tube then is permanently closed and steril- 
ity results. Due to the exudate into the peri- 
toneum and to the inflammation of the peri- 
toneal covering of the tube analagous pelvic 
adhesions occur, involving the tube and ovary, 
omentum, intestines and posterior surface of 
the uterus. These adhesions are adequate to 
limit the spread of infection. The gonococcus 
does not thrive in the peritoneal cavity as may 
other organisms. Even when there is a consid- 
erable collection of pus in the pelvis or when 
there is an abscess of the tube and ovary 
spontaneous rupture does not occur though 
these abscesses readily rupture at operation. 
The gonococcus does not live long in the peri- 
toneal cavity nor even in tubo-ovarian abscess- 
es and the resolution of the inflammatory pro- 
cess begins ‘by absorption of the exudates and 
resolution or organization of the fibrinous ad- 
hesions. The pathological picture which we 
call chronic salpingitis is not the picture of a 
chronic inflammatory process but consists of 
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the after effects and the attempt on the part 
of nature to repair the damage done by the 
acute infection. The fimbriae of the tube are 
closed, the tunica of the ovary is thickened, 


Fig. 1, Case 1. Severe salpingitis. and cystitis, 
both of gonorrheal origin. Patient has cyst of left 
ovary about three cm. in diameter. No pain or oth- 
er symptoms. X-ray immediately after injection 
of iodochloral. 


Fig. 2, Case 1. Twenty-four hours after injec- 
tion; no free iodochloral in peritoneal cavity. 


the ovary is studded with follicle cysts, and 
numerous fibrous adhesions exist. Not always 
does this typical picture obtain. The process 
frequently completely resolves and the organs 
are restored to normal function. Thus Hub- 
scher’ found that after conservative treatment 
of salpingitis 25.6 per cent of patients conceived 
and bore children, showing restoration of nor- 
mal function. 

The symptoms and physical findings of acute 
salpingitis are so characteristic that diagnosis 
should be simple and sure. The onset is sud- 
den with pain in the pelvic region and lower 
abdomen, fever is usually high, ranging up to 
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104°. There is frequently abdominal disten- 
tion. On examination we find exquisite ten- 
derness to pressure over the pelvic organs 
usually in both sides and bimanual examina- 
tion reveals tenderness and usually either 
masses or indurations in the region of the 
tubes and ovaries. The slightest movement of 
the cervix or uterus causes severe pain. There 
is usually present a purulent discharge in 
which gonococci are found. Leucocytosis is 
present; may reach 18,000 to 25,000; poly- 
morphonuclears predominate. With careful 
history and physical €éxamination there should 
be very little difficulty in differentiating be- 


Fig. 3, Case 2. Moderately severe salpingitis. 


Pelvis clear, no masses are palpable and patient 
has no symptoms. X-ray immediately after injec- 


Fig. 4, Case 2. Eight hours after injection. Free 
iodontipent in peritoneal cavity. Right tube pat- 
ent, ‘ 
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tween salpingitis and other acute intra-abdom- 
inal inflammatory diseases. 

‘One special type of acute salpingitis deserves 
mention and that is the type in which the in- 
flammatory process becomes acute (either a 
first infection or an acute recurrence) after 
childbirth. The special characteristic of acute 
salpingitis after parturition is an appearance 


Fig. 5. Case 3.—Moderately severe salpingitis 
post-partum type. Pelvis is now clear, no masses, 
no tenderness and no symptoms. X-ray immediate- 
ly after injection of iodochloral. 


usually within 24 hours after delivery. A sud- 
den rise in temperature to 102° to 104° within 
that time after normal delivery worries the 
obstetrician; the condition is due to the rapid 
invasion of gonococci from the cervix across 
the endometrium to the tubes. A typical course 
of acute salpingitis results; masses develop be- 


side the uterus; resolution eventually takes 
place. This type of salpingitis is probably the 
most common cause of “one-child sterility.” 

TREATMENT OF ACUTE SALPINGITIS: 
There are two methods used in treating acute 
salpingitis—the radical and the conservative. 
Those who advocate the radical method are 
mostly general surgeons who compare acute 
salpingitis with acute appendicitis and argue 
that if-early. operation is indicated in appen- 
dicitis, it:is also indicated in salpingitis. 

The comparison is inaccurate for a number 
of reasons, chief among which are the follow- 
ing: Unoperated appendicitis is frequently fa- 
tal, whereaes sa!pingitis per se and unoperated 
is rarely if ever fatal; the appendix is directly 
connected with the colon which contains a va- 
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riety of micro-organisms which can gain access 
to the peritoneum through a ruptured appen- 
dix; the infective agent in acute salpingitis is 
limited to the gonoccoccus and there is not a 
constant source of added infection; the appen- 
dix is a useless organ while the tubes have a 
definite function; operations done during the 
acute stage of salpingitis must be radical; both 
tubes usually have to be removed and fre- 
quently the ovaries as well; operations per- 
formed in the acute stage are almost certain 
to result in numerous peritoneal adhesions be- 
cause the pelvic peritoneum is. in a stage of 
active inflammation and is usually covered 
with a fibrinous exudate; operative wounds 
made during the acute stage must be drained 
with more tendency to adhesions and prolong- 
ed convalescence; acute salpingitis is virtually 
a self limiting disease with the tendency to- 
ward recovery and restoration of normal func- 
tion. 

Most gynecologists are in agreement that 
acute salpingitis should be treated by conserv- 
ative measures and that operation should be 


Fig. 6, Case 3. X-ray eight hours after injection 
—tubes are patent. 


reserved for complications that will not yield 
to conservative treatment. 


Conservative treatment consists of rest in 
bed, in Fowler’s position; nourishment should 
be light and fluids of all kinds urged; there 
seems to be a general impression that ice bags 
should be placed on the abdomen but in my 
experience heat has been more agreeable to 
the patient and more beneficial. It is also 
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more logical as the thermal death point of the 
gonococcus is from 103°-107°. It also lessens 
pain. Recently the heating cabinet the same 
as that used for hyperpyrexia treatment of 
general paresis has been used with excellent 
results in acute salpingitis. 


Not having access to this expensive piece of 
apparatus,-the writer uses a light cradle with 
four to six light bulbs at a distance of about 18 
inches above the patient’s abdomen. Heat is 
applied two hours of each three. Ice bags to 
the patient’s head and cold drinks keep her 
comfortable. It is usually noticed that the pa- 
tients complain of the heat at the first treat- 
ment or two, but after that the relief of pain 
is so noticeable that they ask to have the light 
on. An electric heating pad or hot water bot- 
tles will serve but are not generally as agree- 
able to the patient as the light cradle treat- 
ment. Hot douches of a gallon of solution at 
110° to 120° twice daily are both agreeable to 
the patient and useful in promoting pelvic hy- 
peraemia. 

Non-specific protein sais is now a recog- 
nized part of treatment of all cases of gonor- 
rheal salpingitis. Of all the preparations that 
have been used ordinary sterile cow’s milk is 
by far the most efficacious. Milk therapy was 
introduced by Robert Schmidt of Prague in 
1916 and one of the most ardent advocates has 
been Gelhorn of St. Louis. 

Milk therapy should be begun in all cases 
of salpingitis as soon as the diagnosis is made. 
Milk is also of value in cases of long standing 
but is more efficient if begun early. The 
method is simple. About 15 ce. of skimmed 
milk are placed in a test tube and boiled in a 
cup of water for 20 minutes—for the first in- 
jection 7.5 ec. are injected into the gluteal mus- 
cles. The injection must be made high in the 
hip above the line from the trochanter to the 
posterior superior spine of the ilium. If the 
injection is made into the subcutaneous fat a 
sterile abscess will form. This first injection 
usually causes a sharp rise of temperature 
even up to 105° but this should cause no 
alarm. 

Injection of 10 cc. of milk should be repeat- 
ed in three days and 10 cc. at intervals of three 
to four days until marked improvement is 


sure. Usually five or six injections have josent 
sufficient. 
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One of the outstanding effects of milk injec- 
tion is the rapid subsidence of pain. Most of- 
ten a patient who winces at the mere approach 
of the examiners hand to her abdomen before 
injection can bear considerable pressure on the 
lower abdomen within 24 hours following the 
first treatment. After the sharp rise in tem- 
perature following treatment the fever rapidly 
subsides. Following each succeeding injection 
of milk the reaction both local and general is 
less severe and of shorter duration. The gen- 
eral condition of the patient improves rapidly 
and one can expect a shorter period of illness 
than would follow a surgical operation. 

Excellent reports are appearing in the litera- 
ture in regard to the results obtained with the 
Elliott method of treating salpingitis by means 
of heat applied to the pelvic organs by circu- 
lating hot water at a determined temperature 
and pressure through a special applicator in- 
serted into the vagina. The special machine 
used is expensive and the cost of treatment to 
the patient is high, and hence not used by the 
writer; and, too, results have been obtained by 
the method outlined. 


Fifteen consecutive cases are presented in 


which the principal therapeutic measure used 
was the injection of milk. All 15 cases ranged 
from the moderately severe to the severe type 
of cases. In eight of the 15 cases positive slides 
were obtained and the remaining seven were 
typical as to history and physical findings. 
Four of these cases were post-partum infec- 
tions and were severe; positive slides were ob- 
tained in two of these four cases. Operations 
were performed in four of the 15 cases, though 
one operation was not performed for salpin- 
gitis but for a dermoid cyst of the ovary about 
a year after the salpingitis. This makes 20 per 
cent of operations performed for cure of infec- 
tion. A striking observation in these operative 
cases was the absence of adhesions. Tubo- 
ovarian abscesses were present in the three 
cases operated upon for unresolved pelvic 
masses and these were almost entirely free of 
adhesions and no troublesome bleeding accom- 
panied their removal. 

Two of the women treated have since con- 
ceived, one delivering at full term and the oth- 
er resulting in abortion at three months. Hys- 
tero-salpingograms of three patients show pat- 
ent tubes in two and closed in one. Twelve of 
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the 15 patients are still entirely free of symp- 
toms that might be due to their salpingitis. 
The period of convalescence is on the average 
shorter following conservative treatment than 
following operation. The average time in bed 
following operation is three weeks, while with 
conservative therapy and milk injections the 
average patient is up and about in two weeks. 

What then is the place of surgery in the 
treatment of salpingitis? In brief, I would 
state that surgery has no place whatever in the 
treatment of salpingitis. Surgery should be 
limited to the treatment of certain after effects 
of salpingitis which in a small percentage of 
cases will not resolve under conservative treat- 
ment. These after effects are painful adhe- 
sions, which will be rare if proper treatment 
is instituted early, ovarian abscesses which are 
resistant to conservative treatment probably 
because of poor circulation in the abscess wall, 
and plastic operations on the tubes to give pa- 
tients with closed tubes a chance at mother- 
hood. 

SUMMARY 

An outline of treatment has been presented 
concerning the various manifestations of gon- 
orrhea in the female. Methods advised are sim- 
ple and can be carried out in any office, home 
or hospital. The utmost of conservatism in the 
treatment of salpingitis is urged on the med- 
ical profession. 
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OUTBREAK OF FOOD POISON- 
ING AT THE UNIVERSITY 
OF ARIZONA 


W. B. WEST, Asst. Bacteriologist 
Arizona State Laboratory 
Tucson, Arizona. 


The purpose: To show the necessity of ade- 
quate supervision of handlers of food. Jordan, 
Meyer, Geiger, and others, have reported 
many food-poisoning outbreaks. They have 
covered the field adequately; no attempt will 
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be made merely to report another outbreak. 

It is the practice of the Arizona State Lab- 
oratory to cooperate with the University of 
Arizona medical staff. We examine stool and 
urine specimens, gum smears, and throat cul- 
tures of food handlers employed at the Uni- 
versity Commons and at the various houses 
maintained by organizations associated with 
the University. Examinations are made once 
in the college year. There is no sanitary super- 
vision of sorority and fraternity houses. IIl- 
nesses occurring in the houses are presumably 
reported to the University authorities. Medi- 
cal service at the infirmary is available for stu- 
dents, without charge. 


The “X” sorority is housed in an old build- 
ing located near the University campus. The 
personnel of the house includes 12 girls, a 
house mother, a cook, and a house boy. Four 
of the 12 girls have their homes in town and 
have only occasional meals at the sorority 
house. On the evening of May 10th, a rush 
party was held at the house for two-rushees, 
Q and R. Three hours after the meal, four girls 
(A, B, C, and D) became sick and vomited. 
The following morning, three more girls (E, F, 
and G) were ill. In the following four days, 
seven more girls (H, I, J, K, L, M, and N) be- 
came ill. On May 16 the outbreak was report- 
ed to the University physician, and an investi- 
gation was made. 


The following facts were gathered: Of 18 
persons at the banquet, 14 became ill with 
symptoms suggesting typhoid, some develop- 
ing “rose spots.” The house mother, R a rush- 
ee, O and P, were not sick; the food was cold 
meat loaf, commercially canned string beans, 
boiled potatoes, bread, butter, coffee, and fruit 
jello; the house mother had prepared the meat 
loaf May ninth, in the following manner: Veal 
and pork were purchased at a neighborhood 
store and cooked; the broth was poured off; the 
meat was cut up in the grinder; gelatin was 
dissolved in the broth and poured over the 
meat; this was then molded into a loaf and 
stored in the ice-box. An old wooden ice-box 
was used; it probably maintained a tempera- 
ture not below 55°. Of the 18 at the party, 16 
had eaten meat loaf, and the remaining two, O 
and P, had been at the meal but had eaten no 
meat, and were not sick. R had eaten meat, 
but was not sick. The house mother had pre- 
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pared the meat, had eaten it, but was not sick. 

Clinical and laboratory findings indicated an 
outbreak of food poisoning by a member of the 
Salmonella group, B. paratyphosus B (S. 
schotumelleri). Epidemiological data indicated 
the meat loaf as the infecting food, and the 
house mother proved to be the carrier of the 
causative organism. Dr. Mary Estill Caldwell, 
Assistant Professor of Bacteriology at the Uni- 
versity, classified the B. paratyphosus B. or- 
ganism isolated from the patients by agglutina- 
tion absorption tests as Salmonella schotumel- 
leri, Bergey. The blood counts were made by 
H. D. Jessop of the Tucson Bio-chemical lab- 
oratory. The feces, urine, and blood cultures, 
and the Widal tests were made by the writer 
at the Arizona State Laboratory; he also secur- 
ed the epidemiological evidence. 

Laboratory Examinations: Stool specimens 
were collected in 30 per cent glycerine-saline 
solution in test tubes. (This medium gives ex- 
cellent results.) 

A: Feces, negative; urine, negative; blood 
culture, negative; agglutination with B. para- 
typhosus B. antigen in 1-1600 dilution on May 
24th; leukocytes, 6,000; neutrophiles, 66; small 
lymphocytes, 26; large lymphocytes, six; transi- 
tionals, two. 

B: Feces, negative. 

C: Feces: B. partyphosus B. isolated; pa- 
tient’s blood serum agglutinated this organism; 
blood culture: B. paratyphosus isolated; aggluti- 
nation with B. paratyphosus B. antigen in 
1-1600 dilution on May 22d. 

D: Widal, negative. 

E: Feces: B. paratyphosus B. isolated; ser- 
um from patient “C” agglutinated this organ- 
ism. 

F: Feces, negative; blood culture, negative; 
widal, negative. 

G: Feces, negative; blood culture, negative; 
agglutination with B. paratyphosus B .antigen 
in 1-80 dilution. 

H: Feces: B. paratyphosus B. isolated; blood 
culture, negative; leukocytes, 6,800; neutro- 
philes, 71. basophiles, one; small lymphocytes, 
nine; large lymphocytes, 10; large mononu- 
clears, three; transitionals, six. 

I: Feces: B. paratyphosus B. isolated; leuk- 
ocytes, 5,600; neutrophiles, 76; small lymph- 
ocytes, 16; large lymphocytes, eight. 

J: Feces: B. paratyphosus B. isolated. 
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K: Feces, negative. 
L: Feces: B. paratyphosus B. isolated. 
M: Feces: B. paratyphosus B. isolated; ser- 


um from patient “C” agglutinated this organ- 
ism; blood culture, negative; agglutination with 
organism from own stool in 1-6400 dilution; 
agglutination with organism from “C” blood 
in 1-400 dilution; leukocytes, 3,800; neutro- 
philes, 30; small lymphocytes, 29; large lymph- 
ocytes, 20; large mononuclears, eight; transi- 
tionals, four. 

N: Feces, negative. 

O: Feces: B. paratyphosus B. isolated; ag- 
glutination with B. paratyphosus B. antigen in 
high diution (commercial laboratory); own or- 
ganism agglutinated with blood of “C” and 
“M”. 

P: Feces, negative. 

Q: Feces, negative. 

R: Feces: organism isolated, culturally re- 
sembled the Salmonella group, but failed to 
agglutinate with our antisera. 

Feces from the two past, and the present, 
cooks failed to show organisms of the Salmon- 
ella group. 


The house mother said she had never been 
sick in her life. When she was removed from 
her position because of the organisms isolated 
from her stool, she went to a local physician. 
Her history, as told to the physician, was that 
several years previously she suffered from gall- 
bladder trouble, and now constipation. 

The specimens of her normal passage were 
obtained. They were foul smelling, entirely 
mucoid, and contained undigested vegetable 
material. Direct inoculation of E.M.B. plates 
was made separately and simultaneously by 
Mr. Jessop and the writer. Pure cultures on 
both plates were obtained of B. paratyphosus 
B. Mr. Jessop did a microscopic widal on her 
blood serum, and it was positive for Para B 
in 1-160 dilution (highest titre run). 

This outbreak presents a problem that might 
have to be met by any institution. Eating es- 
tablishments on the various campuses are often 
under direct supervision of school health auth- 
orities, so that sanitation and control of food 
handlers can be adequate. Sororities, fraterni- 
ties, and eating clubs present a more complex 
probem. Cooks are usually fairly permanent, 
as well as the house mothers and house man- 
agers, so that routine checks can be made on 
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these individuals. Table boys and waiters are 
not so easily controlled, as these jobs often are 
rotated among the needy students. Also, the 
kitchens are open to any member of an organ- 
ization, and especially in sororities, the mem- 
bers prepare luncheons for themselves and 
friends. 

The University of Arizona is inaugurating a 
plan, to take effect this fall, that should help 
to prevent similar outbreaks. Before a person 
is approved by the Dean of men or women, for 
cook, house mother, or house manager, stool 
and urine specimens must be submitted for 
examination. Periodic examinations are to be 
made throughout the year. Regular sanitary 
inspection service also will be inaugurated for 
each house. 

(I wish to make acknowledgment to Dr. Mary 
E. Caldwell, for advice and for doing agglutination 
absorption tests; to Dr. Lewis Howard, for the col- 
lection of specimens and cooperation during the 
outbreak; to Mr. Jessop, for records of the speci- 
mens he examined and his cooperation with the 
Laboratory; to the medical staff of the University 
for suggestions and complete cooperation as well 
as to all local doctors handling individual cases 
during the outbreak.) 

(The following are extracts of a letter from the 
City of Chicago Board of Health, to Dr. Lewis H. 
Howard, Director, Pima County Health Unit, Tuc- 
son, Arizona: Mrs. P. (the house mother in the 
above account)—a resident of Tucson, Arizona, 
while under treatment for some other condition 
by Dr. R. Levy, of 104 South Michigan Avenue, this 
city, was discovered to be harboring the germs of 
Para B. typhoid. On September 4, Mrs. P—— left 
Chicago without our consent, and is said to have 


returned to her home at Tucson. This letter is 
written for your information.) 





SILICOSIS 


By JAMES A. BRITTON, M. D. 
Chicago, Ill. 


(Read before the New Mexico State Society at 
its 52nd Annual Session, Las Vegas, N. M., July 
19-21, 1934.) 

A disease of the lungs following prolonged 


exposure to certain types of dust has been 
noted in medical literature for a century or 
more, but a real understanding of this disease 
entity had its beginning less than 25 years ago, 
and most of the development of this knowledge 
has been during the last 10 years. There was 
very little in medical literature up to the last 
decade except large names and descriptions 
which were characterized by general, rather in- 
definite, explanations. The vague term “pneu- 
moconiosis” was used; sub-classifications for al- 
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most every type of dust were coined and passed 
on from text-book to text-book. 

It is only in the last few years that investi- 
gators have shown that dusts are harmful in 
proportion to their silica (S10:) content. Very 
recently the English geologist Jones startled us 
a bit with the idea that the trouble-maker is 
not so much the silica itself as sericite, a form 
of minute needles of mica which is found in 
association with quartz. Be that as it may, 
many careful observers have shown that those 
who become disabled because of dust inhala- 
tion are those who have been exposed to a 
dust with a large silica content. 

It is impossible to follow step by step the 
development of our present knowledge of sili- 
cosis. Hundreds of investigations have been 
made and as many papers written on this sub- 
ject in the last few years. No attempt will be 
made at this time to give proper credit to all 
authors. 

Those who are especially interested will find 
in the recent volume by Davis, Salmonsen and 
Erlywine a complete bibliography. The papers 
which have been of particular help to me are 
those by W. S. Miller of Madison on the an- 
atomy of the lung, those by L. U. Gardner of 
Saranac on pathology, and those by H. K. Pan- 
coast and E. P. Pendergrass of Phiadelphia on 
x-ray of the chest. 

The understanding given us by Miller of the 
arrangement of the peribronchial and perivas- 
cular lymph channels with the location of the 
lymph nodes helps us to see what happens to 
dust particles when they get into the small air 
cells of the lung. Numerous studies have 
shown that most dust particles which enter the 
air vesicles are less than five microns in diam- 
eter. What happens to these minute dust par- 
ticles, how they are taken up by special phago- 
cytes, how these phagocytes enter the lymph 
channels, where they go and what eventually 
becomes of them have all been graphically de- 
scribed by Gardner and others. 

The pathological change resulting from the 
deposit of silica in the lymphatic structure of 
theo lungs is principally that of replacement of 
normal cellular structure with fibrous tissue. 
Just how this is brought about was thought by 
some observers,—because of the relative insol- 
ubility of silica,—to be the usual tissue process 
following mechanical injury. At present it is 
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generally believed that the silica slowly takes 
up water, and this makes possible a chemical 
action on protoplasmic structure. Some desig- 
nate this a cell poison. 

Irrespective of just how it happens, however, 
the pathological condition which produces 
symptoms in the disease called “silicosis” is the 
reduction in lung capacity by an overgrowth 
of fibrous tissue. It is also a matter of common 
observation that the individual who has be- 
come disabled because of silicosis rarely dies 
of uncomplicated silicosis. A great many such 
individuals die of tuberculosis. 

There is much argument about this fact. 
Some contend that silicosis predisposes an in- 
dividual to tuberculosis or tends to activate 
or accelerate an old tuberculosis. I wish to 
suggest that tuberculosis as an infection and 
as a disease is very common and any one who 
has had much clinical experience with those 
who have tuberculosis will have observed that 
there is a large variety of determining factors 
which seem to stand out as of primary import- 
ance in different cases. 

The diagnosis of silicosis of any stage or de- 
gree is not a job for an inexperienced clini- 
cian or an x-ray technician. Even for those 
with the greatest experience a positive diagno- 
sis is frequently impossible. History of ex- 
posure of a known degree for a sufficient 
length of time, clinical evidence of a pul- 
monary disability and characteristic x-ray find- 
ings are all essential to a diagnosis. Of one 
hundred men exposed to a given dust hazard 
only a certain percentage will ever develop a 
disabling silicosis. 

It may be definitely known that one man 
developed a disabling silicosis in five to 10 
years; others may take 20 or 25 years, or may 
never become disabled because of this condi- 
tion. A man with disabling silicosis must show 
respiratory embarrassment of some appreci- 
able degree. One who does not show restrict- 
ed chest movement and dyspnea on moderate 
exertion can not have much fibrosis. It takes 
more than the average x-ray experience to in- 
terpret the markings of a silicotic chest plate. 
There are too many things that look like sili- 
cosis, but are not, that will trip the inexperi- 
enced. When the markings are indefinite or 
questionable there is never a silicotic disabil- 
ity. Where there is a bona fide disability the 
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chest plate is always startling in the degree of 
fibrosis. 

The reason I am emphasizing these points 
in diagnosis is because the silicosis “racket” is 
becoming a national scandal. Legitimate in- 
dustry is being blackmailed; honest workmen 
are being ruthlessly exploited—for the finan- 
cial advantage of a few unscrupulous lawyers. 

The managements of most modern industrial 
groups make sincere attempts to meet just ob- 
ligations to any injured in their employ, irre- 
spective of whether the injury is accidental or 
occupational. Nothing is gained for an em- 
ployee or the community in which he lives by 
excessive claims for damages for a slight or in- 
significant disability. 

There is no question but that there have 
been and are now positive cases of disability 
due to the inhalation of silica dust. There is 
also no question about the general health of 
industrial workers being better today than it 
has ever been. Occupational disease in gen- 
eral, and silicosis in particular, are being ag- 
gressively studied in every part of this coun- 
try. Just as in the “safety first” movement the 
elimination or guarding of accident hazards 
was the keynote of its program, so the control 
of dusts and other unhealthful products of 
modern industrial processes is one of the prin- 
cipal jobs of the industrial engineer. 

This is the only effective treatment for a 
condition which is potentially a producer of 
silicosis. Little is there for the doctor to do 
after there is unquestioned disability. He can 
point to the results of a certain kind of exposure 
and can suggest the necessity for prevention. 
If his observations are accurate and conclusive 
his advice should be of great help in eliminat- 
ing occupational health hazards and prevent- 
ing the development of new cases of dust dis- 
ease. 


DISCUSSION 

Dr. W. W. Waite, El Paso, Texas (Opening): 
The subject of silicosis is a very interesting 
one. A few weeks ago I had the opportunity of 
performing an autopsy on a man who died of sili- 
cosis complications. He had had silicosis for 25 
years, but the chest picture showed he was still in 
the second stage. His final illness began with an 
abscess behind the right kidney and then an ab- 
scess developed in the upper lobe of the right lung. 
I doubt if we get many cases in the second stage 
for post-mortem study. The little nodules through- 
out the lungs are in a fine state of preservation and 
for microscopic study furnish fine material. I 
hope at some time to get up a report on this case. 

I surely appreciate Dr. Britton’s paper and his 
splendid manner of presenting it. 
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Dr. L. O. Dutton, El Paso, Texas: There is one 
problem that arises in industrial consideration of 
these cases. In studying the miners, we see a great 
many chest pictures which indicate an amount of 
silicotic fibrosis. The question is how long can they 
work without becoming disabled. We have been 
trying to evaluate general simple tests, but so far 
we have not found one which works well. We think 
we will get a clue as to degree of disability by using 
the duration of voluntary apnea as a guide. I 
should like to ask Dr. Britton if he has any ideas 
along that line. , 

Dr. R. O. Brown, Santa Fe, N. M.: I had the task 
of reading some of the x-ray plates during the 
health survey and it was interesting to see the 
amount of silicosis from plates of people living in 
the southern end of the State. Many of the old 
settlers came out here on account of tuberculosis 
and in addition to the scars for healed tuberculo- 
sis, there was a large amount of silicosis due to 
dust. I have seen cases with marked silicosis in 
which empyemas and tuberculous infection existed. 

Dr. Britton (closing): In regard to chest capac- 
ity, I remember my early days in the university 
gymnasium. There was a machine there for meas- 
uring chest capacity. When we first tried to oper- 
ate this machine the reading was surprisingly low, 
but after two or three weeks’ practice the reading 
was nearly doubled. 

The best test I know for determining a man’s 
chest capacity, if you have any doubt in your mind 
as to the individual, is to exercise him. Chest ex- 
pansion is much easier and generally better deter- 
mined with the tape line. 

We have read in the literature that there are 
cases that die simply because they cannot breathe 
any longer; they have no lung space left. But in 
ordinary practice we do not see this. At a recent 
meeting in Philadelphia, one of the speakers said 
that in two or three cases death was due to car- 
diac disease. I have seen silicotic individuals who 
had large hearts, but have yet to see one die of a 
dilated heart. 

The industrial physician who is called upon to 
determine in a given industry when a man shall 
stop his exposure has a very difficult problem 
and one that is extremely hard to answer. It is 
generally true that a fibrosis of considerable ex- 
tent, once established, slowly progresses. 

By the wide-spread every-day use of the x-ray 
we hope in a short time to have a better under- 
standing of the rate of progress of fibrosis and so 
be better able to determine when we must not al- 
low men to have additional exposure. 





SURGICAL PATHOLOGY OF 
PERITONITIS 


By DR. J. W. KENNEDY, M.D., F.A.C.S. 
Philadelphia, Pa. 


(Read before the New Mexico Medical Society at 
its Fifty-second Annual Meeting, Las Vegas, July 
19-21, 1934.) 

It is my privilege at this hour to discuss with 
you the reactions of the peritoneum and the 
surgical pathology of peritonitis. 

We feel that the discussion of surgical path- 
ology of peritonitis will have to be entirely re- 
written. It will be necessary for the profes- 
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sion to better understand the functions of the 
peritoneum in order that the surgical path- 
ology of intra-abdominal infections is more 
fully understood. 

It was with this idea that I have chosen for 
my subject “Reactions of the Peritoneum,” as 
well as “Surgical Pathology of Infections of the 
Peritoneal Cavity.” 

Twenty-odd years ago the “hands-off” meth- 
od of treating the peritonitic peritoneum from 
the ruptured appendix was popularized and 
the so-called physiological age in treating the 
peritonitic abdomen was born. We predicted 
at that time that this timid, indifferent, incom- 
plete method of attacking the peritonitic ab- 
domen would probaby double the mortality in 
the perforated lesions of the abdominal cav- 
ity and the complicating peritonitis. 

The physiological age in treating the peri- 
tonitic abdomen has reigned for the past twen- 
ty-odd years. You are familiar with its death 
rate and the general dissatisfaction with its 
therapy, the expression of which have filled 
our medical journals during the past four or 
five years. 

Popular teaching in the medical universi- 
ties in America during this physiological age 
of surgery of the peritonitic abdomen has been 
more or less standardized and therefore the 
rule of the majority has quite stamped out in- 
dividual opinion which might oppose popular 
views. This is always so and often obstructs 
progress. 

Nothing could be more destructive of life 
than to halt the fight which for years has been 
waged against the late treatment in the per- 
forated lesions of the abdomial cavity of 
which the gangrenous appendix is the type. 
The endorsement of the so-called physiologi- 
cal age in the treatment of the perforated ap- 
pendix and its complicating peritonitis has giv- 
en disastrous results. 

The premise from which the physiological 
surgeon bases his arguments is established up- 
on the following factors or arguments for his 
incomplete surgical procedures: That the peri- 
tonitic peritoneum must not be invaded surgi- 
cally; that adhesions incident to any acute in- 
volvement of the peritoneal cavity must not 
be attacked on account of fear of spreading in- 
fection; that the peritonitic peritoneum must 
not be manipulated on account of the fear of 
increasing absorption of toxic matter; that the 
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peritonitic peritoneum must not be dealt with 
surgically on account of fear of shocking the 
patient; that the gangrenous and perforated 
appendix must not be removed if adhesions 
are to be broken in order to remove the organ. 
Adhesions are sacred and must not be attacked 
is the ruling passion of the physiological sur- 
geon. That the peritonitic patient must be put 
on the waiting list for subsidence of acute 
symptoms. With all of these DON’TS, what can 
be done surgically ? If the abdomen is opened 
by the physiological surgeon and pus appears 
in the incision, a drainage tube is inserted 
somewhere; he is not permitted to investigate 
as to the location of the appendix and, there- 
fore, the tube may not be within six inches of 
the perforated appendix. The patient is placed 
in the Fowler position and saline and glucose 
given in generous amounts. 

Such a vague and indifferent classification 
and advice as to procedure certainly would 
drive any profession into the stage of insanity 
of uncertainty. It is not necessary to further 
discuss the feeble and indifferent working fac- 
tors of present day teaching. They are feeble 
in every particular. 

With such advice and with the cramped sur- 
gical toilet of the present day surgical teach- 
ing, it should be evident, how often the sur- 
geon will not even know after he has operated 
just what caused peritonitis. I have seen this 
a great number of times. 

How has this feeble and indifferent teaching 
in the peritonitic abdomen from the perforated 
appendix manifested its shortcomings? Exact- 
ly as one would expect. It has given us a high 
primary mortality and swamped the surgeon 
with multivle postoverative complications such 
as howel obstruction, distal abscesses, retro- 
neritoneal infection and so forth. Anything 
half done must he done again and again. 

When Fhriich. Metchnikoff and Wright came 
forth with their teachines that the function of 
the white blood cell is nhavorytic, thev illum- 
inated our nhvsiolory but unfortunately some 
entervrisine Americans misavnlied this cellular 
function and taucht that the nhavoevte should 
he nermitted to take care of the veritonitic 
peritoneum and should not be disturbed in its 
cellular battle against infection. 

Thus was hroucht forth the hands-off treat- 
ment in the neritonitic cases. Let us analyze 
some of the technical factors of the physiologi- 
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cal surgeon. We feel it is a mistake to argue 
that peritonitis is the only complication of the 
perforated appendix which kills the patient. 

We contend that the final and fatal dose of 
toxins in the peritonitic patient does not come 
from the peritonitis per se but that the com- 
plications of the peritonitis, bowel obstruction, 
distal abscesses and retroperitoneal infections 
are more often the cause of the fatal termina- 
tion. 

We further teach that the surgical steps 
should be directed toward complications of the 
peritonitis and not the peritonitis per se, and 
were it not for the complications such as bowel 
obstructions, distal abscesses and so forth, the 
peritoneum most often would win the battle. 

We postulate that the peritonitis is in a sense 
physiologic and were it not for the complicat- 
ing bowel obstruction and so forth which it 
super-imposes upon the involved peritoneum, 
the peritonitis would be more of a protective 
factor than a destructive one. 

We further take the position that there is no 
greater example of reasoning on a false pre- 
mise than to assume that one portion of the 
peritoneal cavity is richer in absorbants than 
the other and therefore we have never en- 
dorsed the Fowler position. 

We contend that the Fowler position gives a 
basin six to eight inches deep below the level 
of the incision and in this sense is a containing 
cesspool of pus and infecting fluids. Further, 
the Fowler position may produce a severe 
heart strain on seriously ill patients. On ac- 
count of these views of the sitting position, we 
turn the patient on the right side one-half way 
between a right side and abdominal position 
or one might say a right-sided Sims position. 
This position will early empty the pelvis 
through the incision at the outer border of the 
right rectus muscle. 

We never use tubal drainage of any kind in 
the peritonitic patient. All types of drainage 
are local after the first few hours but a great 
area of the peritonitic bowel comes in contact 
with the extensive system of coffer-dam gauze 
drainage, as compared with any type of tubal 
drainage. We use the coffer-dam system of 
gauze drainage in all peritonitic cases. I have 
fully illustrated this system of gauze drainage 
in a monograph entitled “Practical Surgery of 
the Joseph Price Hospital.” It is our opinion 
that any kind of tubal drainage in a case of 
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diffuse peritonitis is without value or of very 
little value; it is so feeble in the extent of ter- 
ritory drained. Drainage is the most important 
and least understood subject in the broad field 
of abdominal surgery. 

You cannot drain a patient unless you re- 
move the pathology or reach the source of in- 
fection; therefore the very foundation of drain- 
age is removal of the pathological lesion. You 
cannot remove the pathology unless you break 
adhesions in the peritonitic abdomen. You 
cannot remove the pathology without eviscer- 
ating the patient to the extent of the pathologi- 
cal involvement. 

You cannot drain the abdominal cavity with 
multiple and distal abscesses and partial bowel 
obstructions still remaining. You cannot insert 
a coffer-dam until the adhesions are broken 
and the pathology removed as the drain is 
placed in the site of the pathological lesion. It 
must be kept in mind that the physiological 
surgeon and the popular teaching of this day 
condemns each and every one of these steps. 

The coffer-dam system of gauze drainage 
‘ has its most important function outside of 
drainage per se; it elevates the viscera, keeping 
them from prolapsing into the dependent and 
filthy areas and increases the circulation of the 
bowel by straightening out its mesentery; this 
encourages early peristalsis which is so wel- 
come. 


The peritonitic bowel is greatly congested, 
half paralyzed, prone to collapse and to become 
fixed in the pelvis resulting in post-operative 
bowel obstruction. 

It is evident how thorough the toilet of the 
peritoneum must be in order that this system 
of gauze drainage may be instituted. 

Compare this extensive system of drainage 
and radical toilet of the peritoneum with the 
present teaching of merely opening the ab- 
domen of the peritonitic patient and inserting 
a tube for drainage which may not be within 
several inches of the infecting source. Why at- 
tack the giant with a popgun? 

The popular teaching which places the peri- 
tonitic patient on the waiting list for sub- 
sidence of acute symptoms incident to peri- 
tonitis has driven all late cases to a later op- 
erative hour. 

Such advice does not make an example of 


the neglected case and an argument for earlier’ 
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work. The greatest sin of today’s teaching is 
that it has classified the supposed peritonitic 
patient into operative and non-operative hours, 
such teaching being based on the supposed ex- 
tent of the peritonitis, whereas the extent of 
the involvement of the peritoneum is rarely 
proportional to the signs and symptoms. The 
physiological surgeon has never become fa- 
miliar with the fact, that if the last six inches 
of the ileum is peritonitic, the small area of 
half paralyzed bowel will produce general dis- 
tention and diffuse tenderness; the patient as 
a result may be put on the waiting list for sub- 
sidence of acute symptoms incident to diffuse 
peritonitis, whereas, there was but a very local 
involvement of the peritoneum such as the last 
few inches of the ileum. 


We contend that the peritonitic peritoneum 
absorbs very. little, that it is more or less a 
physiological process of protection and in a 
very large per cent of the cases it is the com- 
plications of the peritonitis which give the fa- 
tal outcome and as we have already said, we 
operate for the complications of the peritonitis 
and not for the peritonitis per se. 


We have learned that the peritonitic peri- 
toneum can be handled surgically with less 
probability of shock than the normal perito- 
neum and that there is little danger in increas- 
ing absornvtion by such manipulation when it 
is done with resnectful gentleness, which all 
abdominal surgery commands. 


Tt can be seen that we take the position that 
the peritoneum has a function just as the kid- 
ney or liver has and that its reactions are pro- 
tective or defensive rather than offensive and 
it is the surgeon’s friend more often than his 
enemy. 

It is true that in certain types of perforated 
lesions where an enormous amount of toxic 
material is thrown out into a clean peritoneal 
cavity. that the patient will die before there is 
any marked reactions of the peritoneum, but 
again this teaches that the reactions of the peri- 
toneum are protective such as we see in the or- 
dinary perforations of the appendix. 

Answering the discussions which question 
my statement, that the lymphatics are evident- 
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but that the blood vessels are: If a dye is placed 
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the same in the lymphatic vessels, showing that 
the dye has passed through the general circu- 
lation and is being eliminated by the kidneys 
before it has appeared in the lymphatic vessels; 
further, answering the discussion that I failed 
to state our mortality which after all must be 
the final answer, I made the statement that the 
physiological surgeon’s statistics must remain 
unintentionally fallacious as he in no case has 
revealed the extent of the peritonitis and 
therefore ‘reports many cases as recoveries 
from a diffuse peritonitis, whereas the condi- 
tion was only very local; again the physiologi- 
cal surgeon does not report the patients who 
die while in waiting for subsidence of acute 
symptoms which he must do if he measures 
results with the operator who operates on all 
cases, irrespective of stage, the first hour seen 
and demonstrates the extent of the peritonitis 
in each case. 


So I repeat, there is little wisdom manifest- 
ed in such a comparison of results. Reports 
from the present day’s surgery over America 
range from 28.4 to as high as 40 per cent in 
the peritonitic cases. 


Our mortality during the past 15 years 


in the demonstrated peritonitic cases ranges 
between five and six per cent. 

Let me say this, before summing up: This 
radical surgery which I have just advocated 
cannot be done with any kind of tubal drain- 
age. All pathology must be removed and an 
extensive system of coffer-dam of gauze must 
be properly inserted as a continuous solid wall, 
the viscera having been held from the depend- 
ent and infected points during the insertion of 
the drain. Never insert two or more drains in 
the peritonitic cavity. 


In summing up the surgical treatment of 
these peritonitic cases from a ruptured appen- 
dix, it is wisdom to say, all depends upon 
drainage of the peritoneal cavity. Each step 
of our radical toilet of the peritoneal cavity is 
a step toward radical drainage. 


It must be remembered that: Every adhesion 
broken is drainage; each pathologic structure 
removed is drainage; each partial or complete 
bowel obstruction released is drainage; each 
distal abscess exposed is drainage; each com- 
plete or partial bowel obstruction released is 
drainage of the mucous membrane of the bow- 
el which is most important as the toxins ab- 
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sorbed from this mucous membrane surface is 
often the cause of the fatal outcome and final- 
ly the very foundation of drainage is the re- 
moval of the primary infecting source. Noth- 
ing short of this is real drainage. All these 
steps are firmly denied by the popular teach- 
ing of this day and the outcome jis, what you 
know it to be; that is the reason I have come 
several thousand miles to discuss this subject 
with you. 

241 North 18th Street, 

Philadelphia, Pa. 





BORDERLINE MEDICAL AND 
SURGICAL CONDITIONS 


By J. H. MUSSER 
(From the Department of Medicine, School of 
Medicine, Tulane University, 
New Orleans.) 


(Read, by invitation, before the Twenty-first 
Annual Meeting of The Medical and Surgical As- 
sociation of the Southwest, at El Paso, Nov. 21 to 
23, 1934.) 


I have selected this subject for presentation 
to you today because I think it might be of 
general interest both to the surgeon and to the 
internist. There is often considerable differ- 
ence of opinion, between the two groups in re- 
gard to the advisability of operation, in certain 
conditions, in reference to the indications for 
operation and concerning post-operative care. 
I have not attempted to cover the subject ex- 
haustively but rather have taken the opportun- 
ity dogmatically to express opinions which I 
have formed, and succinctly to state certain 
thoughts concerning operations from the 
worm’s eye view of the medical man. What I 
have to say will be largely a matter of per- 
sonal opinion, although substantiated by my 
observations of the work of others. 

I propose to discuss under main headings the 
lesions of the various tracts and systems of the 
body in order to correlate intelligently the pos- 
sible relation that these conditions may have 
upon the one and the other. I do not propose 
to touch upon those conditions which belong 
distinctly outside: of the realm of the specialty 
of internal medicine. I will not include, there- 
fore, such things as gynecologic lesions, disor- 
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ders of the prostate and bladder and the nose 
and throat, the eye nor the ear. 
THE GASTROINTESTINAL TRACT 

The divergency of opinion concerning cer- 
tain operations upon the gastrointestinal tract 
has long been a subject of controversy between 
the internist and the surgeon. Some thirty 
years ago, for example, at one of the early Con- 
gresses of Physicians and Surgeons held in 
Washington, the subject of debate for the 
meeting was the medical versus the surgical 
treatment of gastric ulcer. While the ideas 
have been more definitely defined concerning 
the indications for operation in gastric ulcer, 
nevertheless there still exists a question in the 
mind of the practitioner or the surgeon as to 
the advisability or inadvisability of operation. 

The Esophagus: There is very little oppor- 
tunity for discussion concerning the esophageal 
disorders and the relation they bear to opera- 
tion. Opinion is more or less unanimous that a 
foreign body, for example, must be removed 
by surgical methods, and that tumors are bene- 
fited solely by operation. On the other hand 
stricture of the esophagus, unless there is com- 
plete occlusion of the passage, is probably 
more satisfactorily taken care of by simple 
non-operative measures than by operation. 
Spasms of the esophagus likewise are cured 
by non-operative interference. 

The Stomach: By far the most important 
gastric condition of an organic nature is pep- 
tic ulcer. The ordinary acute ulcer undoubt- 
edly is recognized but infrequently and many 
attacks of so-called indigestion represent ul- 
cerations in the mucosa of the organ which 
heal relatively promptly and quickly. It is de- 
cidedly my impression that most ulcers are of 
this type and yield to medical treatment most 
satisfactorily. The treatment is not time-con- 
suming nor difficult and can be carried out 
while the patient is pursuing the ordinary act- 
ivities of life. Illustrative of how valuable is 
treatment of gastric ulcer may be shown by 
the experience of one large London Hospital— 
St. Thomas’. Gastric ulcer is more common in 
England than in this country. I was told sev- 
eral years ago that since the institution of the 
Sippy treatment operation on ulcer had virtu- 
ally stopped. When complications develop in 
ulcer, however, there can be no question but 
that operation is decidedly indicated. A firm, 
calloused ulcer at the pylorus producing ob- 
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structive symptoms will not heal under any 
possible type of medical treatment. It is like- 
wise obvious if perforation occurs and opera- 
tion is not immediate and prompt that death 
will occur. 


Cancer of the Stomach: In cancer of the 
stomach usually the question of operation boils 
down to whether or not it is going to make the 
last few months of the patient’s life comfort- 
able. Here clinical judgment is of paramount 
importance. Gastric carcinoma is so infrequent- 
ly recognized at an early age, when operation 
may cure, that the question of operation be- 
comes largely academic. Here again I wish to 
state that I believe operation, when a diagno- 
sis is made, should be performed. In the ma- 
jority of instances it will add some months to 
the life of the patient and it will give him a 
greater amount of comfort, discounting the 
few days of post-operative unhappiness, than 
if untouched. Then there is always the possi- 
bility that the diagnosis was wrong, which the 
operation will indicate. 


Appendicitis: In the typically acute attack 
of appendicitis there will not be the slightest 
difference of opinion as to the importance of 
operation and the necessity of removing this 
acutely inflamed organ. In regard to the ap- 
pendix, what I do wish to protest against most 
vigorously and emphatically is the removel of 
an appendix under the diagnosis of chronic ap- 
pendicitis, an entity which I think is extreme- 
ly rare as contrasted or compared with the in- 
numerable appendectomies that are performed 
every year in this country. If the surgeons 
follow up their cases of so-called chronic ap- 
pendicitis they will find in the majority of in- 
stances that the relief of gastric symptoms and 
vague abdominal pains and discomforts has 
not been obtained by taking the appendices 
out; nor can surgeons entirely salve their con- 
sciences by the pathologic reports of a few 
minute deviations from the normal broadly 
classified as chronic appendicitis but which 
actually represent practically nothing of path- 
ologic moment. As Boyd says in his book on 
pathology, “it would appear preferable to avoid 
the use of the term appendicitis and the even 
more objectionable ‘chronic appendicitis’.” 
This is the expression of a pathologist. 


Large Gut: The large intestine is subjected 
at times to operations for conditions which are 
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purely medical. Fortunatetly the fashion of a 
few years ago of removing long sections of the 
large intestine, because the colon was ptosed 
or because the patient suffered from chronic 
constipation, has almost ceased. The large in- 
testine now is operated on almost solely for 
malignancy though occasionally the surgeon 
and internist will consult concerning the advis- 
ability of doing an appendicostomy or ileostomy 
when there is present an ulcerative colitis. 
Here again operation is indicated only after a 
careful evaluation of the result of medical 
treatment, the condition of the patient or the 
necessity or advisability of having the patient 
return promptly to his usual occupation. 


The Lower Gut: When it comes to the ques- 
tion of operation in the extreme lower gut, just 
a word of caution in regard to making a diag- 
noss of hemorrhoids without careful procto- 
scopic examination. Often the so-called hemor- 
rhoids are dependent upon an amebic infection 
or a malignancy which may be overlooked un- 
less the patient has had a proctoscopic exam- 
ination. 


Visceroptosis: The various operations that 
have been done in the past for ptosis of the 
abdominal organs, as with the colon operations, 
have been largely discarded, and wisely so. It 
has been found virtually impossible to tack up 
the stomach that is ptosed and to have it re- 
main permanently where it should be, nor are 
the symptoms, in most instances, dependent 
upon a dropping of the organ. Consequently 
the operation has been discarded. 

Miscellaneous Abdominal Conditions: Tu- 
berculous peritonitis is a condition which is de- 
cidedly benefited by the mere opening of the 
abdomen. As this apparently is the result of 
the air that is introduced during the course of 
the operation, a few physicians have practiced 
the injection of air into the abdominal cavity 
without doing an actual laparotomy. A rare 
condition, at least only recently recognized as 
being of any moment, is that of chronic duo- 
denal ileus. In so far as I know the only satis- 
factory method of treatment of this condition 
is operation. 

Liver and Gall-Bladder: In diseases of the 
liver there are a few expressions which are al- 
leviated by operation. A single abscess, of 
course, requires opening. An amebic abscess 
on the other hand sometimes yields magnifi- 
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cently to proper amebicidal treatment. Occa- 
sional healed abscesses found at autopsy, or 
spontaneous healing resulting after the abscess 
perforates through the diaphragm into the 
bronchus or an abscess yielding to medical 
treatment, are not sufficiently good reasons for 
postponing an operation. The chances for re- 
covery are infinitely better whén proper opera- 
tive procedures are carried out than when the 
abscess is left to nature and medicine. 


Cirrhosis of Liver: I may be anachronistic 
in that I believe that cirrhosis is satisfactorily 
treated by one or another of the operations 
employed in establishing a collateral circula- 
tion. This is contrary to the opinion of most 
men but I have a feeling that operation should 
be tried because when all is said and done an 
occasional cure does take place and nothing 
else is of any value or moment therapeutically. 


Gall-bladder and Bile Ducts: Omitting, of 
course, the obvious surgical conditions of this 
tract there are two frequently operated upon 
lesions which I wish to discuss briefly. First 
of these is the so-called syndrome of chronic 
cholecystitis. Here, as with “chronic appendi- 
citis,” operation is of little value because the 
relief of the patient’s symptoms is found to oc- 
cur in only about one-third of the cases 
(Bloomfield). There should be a definite his- 
tory of previous acute colicky attacks or gall 
stones or proven infection even to discuss op- 
eration in this condition. Secondly, in chole- 
lithiasis I believe that operation is done too 
frequently. Only when there are definite at- 
tacks of biliary colic is operation indicated. 
Otherwise the patient’s future may be unnec- 
essarily jeopardized as with careful medical 
care she could live a comfortable and success- 


ful life even if stones are tucked away in the 
gall-bladder. 


Pancreas: The recent discovery of that in- 
teresting condition of hyperinsulinism in which 
the patient has periodic or sporadic attacks of 
lowered blood sugar associated with the usual 
symptoms of hypoglycemic shock, has in a few 
isolated instances been relieved by the excision 
of a cyst of the pancreas or by removal of a 
part of the tail of the organ. In diabetes mel- 
litus the problem when some surgical compli- 
cation occurs is not whether or not the patient 
should have an operation but how best to pre- 
pare him for it. This can be done best by an 
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internist and the patient should be watched 
carefully after the operation by the man who 
is best qualified to take care of this type of 
case. 


THE PULMONARY SYSTEM 
It hardly seems necessary to discuss lung 


surgery in any detail before an audience such 
as this to whom the subject is probably more 
familiar than it is to me. I would like to make, 
however, a few observations on the non-surgi- 
cal treatment of conditions which are habitual- 
ly thought of as being surgical. 

Among the acute conditions lung abscess is 
one that has been treated satisfactorily medi- 
cally in about 50 per cent of cases (Miller). 
Artificial pneumothorax, postural draining, 
bronchoscopy, will often yield results which 
are truly magnificent. If, after a period of 
time, these measures fail to produce a fall in 

the temperature or if the pneumothorax does 
“not compress the lung, then the more devas- 
tating surgical procedures must be carried out. 

The treatment of empyema has been revo- 
lutionized since the war. Prior to this time as 
soon as pus was discovered in the pleural cav- 
ity immediate operation was done. Now it is 
known, first that immediate operation is con- 
traindicated and second, that many cases of 
empyema yield to repeated aspirations, the 
pus removed being replaced by an equal 
amount of air. In the course of pneumonias 
with empyema during the war, it was virtually 
a death warrant to operate: Hence the empy- 
emias were treated by aspiration and introduc- 
tion of air. Many of the cases did exception- 
ally well. This has led to marked conservatism 
in the treatment of this condition. At the 
Charity Hospital, Danna, of the surgical staff, 
has reported magnificent results with aspira- 
tion-pneumothorax. 

In a discussion of chronic lung conditions al- 
leviated by surgery, the most important by far 
is tuberculosis. Some of the operations that 
have been advocated, such as phrenectomy, 
are comparatively simple. On the other hand, 
thoracoplasty is an extremely severe operation 
with secondarily marked physiologic disturb- 
ances on the affected side. I think that the im- 
portant considerations to remember, whether 
apicolysis is done, or thoracoplasty is the pro- 
cedure of choice, that pneumothorax should 
first be given a thorough and complete trial, 
together with the usual symptomatic treat- 
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ment. Perchance a pneumolysis may have to 
be performed if collapse can not be obtained. 

Chronic pulmonary condition, such as ex- 
tensive bronchiectatic changes, limited to one 
lobe, may yield to lobectomy. It is a severe 
and grave operation and should not be at- 
tempted without a full explanation to the pa- 
tient of the attendant risks. 

Remarkable results are being obtained 
now by lung surgery as a_ result of: 
First, increased skill of the surgeon, and sec- 
ond, anesthesia. Operations are now being 
done on the lungs which only a few years ago 
were considered impossible. There certainly 
has been in the past few years a reversal of 
thought concerning lung surgery. More is be- 
ing done than ever before, but by the same 
token certain conditions always until the last 
few years considered to be surgical (lung ab- 
scess, empyema) are being treated by methods 
which are considered to be medical in nature. 
Here I include artificial pneumothorax as a 
medical procedure. 


THE CARDIOVASCULAR SYSTEM 
I first wish to mention the very excellent re- 


sults that have been obtained first in Boston, 
but subsequently throughout the country, in 
the treatment of chronic heart disease either 
of the congestive type or of the anginal type, 
by operation on the thyroid gland. The total 
ablation of the normal thyroid in advanced car- 
diac disease has proved a most successful 
measure adding materially to the comfort of 
the patient and definitely prolonged life. The 
rationale of this operation is to decrease the 
total metabolism thereby in turn reducing the 
circulatory demands made upon the heart. The 
complete removal of the thyroid gland should 
not be considered unless all other measures 
have failed to relieve the patient. This is our 
present viewpoint but I have no doubt in the 
course of a comparatively short time the opera- 
tion will be performed on patients in whom 
congestive failure or angina has been mani- 
fest only to a moderate or slight degree. 

In the treatment of the patient with angina 
pectoris the surgeon has been of assistance but 
the wave of enthusiasm about sympathetic op- 
erations in angina pectoris that passed over the 
country a few years ago has largely subsided. 
Here I would warn that the operation should 
be indicated only in those who are suffering 
intensively from the angina and I would ac- 
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centuate the fact that angina is a distress sig- 
nal and if the pain pathways are obliterated 
then the individual and his physician have no 
way of telling how much his heart is being 
overburdened. 

In the treatment of chronic adhesive peri- 
carditis, a most disabling condition, relief of 
the mediastino-pericardial restrictions by oper- 
ation has at times yielded magnificent results. 
Operation should not be attempted unless the 
patient has a reasonably satisfactory cardiac 
reserve. 

THE BLOOD VESSELS 

Operative attack on an aneurysm depends 
very largely on the location of the pathologic 
condition. Aneurysms of the extremity, of 
course, need no treatment other than surgical. 
With the ability to open the chest which can 
now be done with a minimal amount of danger, 
there is no question but that superficial aneur- 
ysms of the aorta may be helped more fre- 
quently than they have been in the past. 

Arteriovenous fistulae are lesions which in- 
trigue the internist because of the marked ef- 
fect they have on disturbing the physiology of 
circulation, but they are treated and should be 
treated by the surgeon. 

Thrombo-angiitis obliterans is a condition 
which in many cases has to be ultimately treat- 
ed by amputation of the involved extremity, 
but I will call attention to the relief that these 
patients may have by intensive medical treat- 
ment and I would stress the value of certain 
surgical measures when medical treatment is 
unavailing, such as sympathetic ganglionec- 
tomy. 

THE SPLEEN 

There are several conditions associated with 
disturbances in the hematopoietic system which 
come in the province of the internist but which 
ultimately are helped only by surgical pro- 
cedures. First of these is splenic anemia 
(Banti’s disease) when observed before the 
other condition is thrombocytopenic purpura 
in which removal of the spleen produces mag- 
nificent results. 


THE THYROID GLAND 
The two important thyroid conditions about 
which the internist and the surgeon quarrel 
are nodular goiter and exophthalmic goiter. 
Dogmatically I believe that nodular goiter 
should always be removed. Appearing late as 
they do in life there is always the possibility 
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of malignant changes taking place. If hyperthy- 
roidism is not present in the majority of nodu- 
lar goiters, it will develop. In exophthalmic 
goiter I think it is largely a question of the se- 
verity of the thyrotoxicosis and the economic 
status of the patient. If the former is marked 
operation should be carried out, if not, these 
people can be carried along by x-ray and 
radium therapy more satisfactorily if they have 
the time to devote to this form of treatment. 
While it is true that in large clinics the mor- 
tality rate of thyroid operations is approxi- 
mately one-half of one per cent, nevertheless 
these figures do not hold good in the smaller 
and less well organized hospitals. 

OTHER GLANDS OF INTERNAL SECRETION 

Surgery has made such great advances that 
many conditions which were thought inoper- 
able are now being successfully alleviated 
through operative measures. Pituitary tumor 
offers an excellent example. Hyperinsulinism 
I have mentioned. Even the parathyroids are 
being reached, as exemplified by the remark- 
able case recently reported in which a para- 
thyroid tumor was removed. Tumors of the 
adrenal medulla have been diagnosed and re- 
moved by operation (Pincoffs). It hardly 
seems within the scope of this paper to discuss 
operative procedures in the male and female 
gonads and breasts. 

UROGENITAL TRACT 

The internist probably comes less frequent- 
ly in contact with borderline medical and sur- 
gical conditions in this particular tract than in 
any other in the body. Usually the person who 
has a bladder or a prostate disturbance or even 
a pyelitis consults some one who has special- 
ized in the disturbances of the urogenital tract. 
Therefore, I will make no further mention of 
conditions involving this system. 

NERVOUS SYSTEM 

Here again we are going somewhat outside 
of our field of endeavor and our field of dis- 
cussion because in brain tumor, or hematomy- 
elia or tic douloureux a specialist is usually 
called in to make the diagnosis, in this instance 
the neurologist, and operation is discussed 
with the surgeon. I wish to emphasize the 
benefits, however, that have been obtained 
from operation on the peripheral nerves. When 
I speak of operation I may be exceeding the 
bounds of the usual concept of operation be- 
cause the injection of alcohol or salt solution 
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into the sheath of the nerve is really not a sur- 
gical operation, but on the other hand the avul- 
sion of a sensory root is decidedly the function 
of a surgeon. 
CONCLUSION 

Perchance it might have been more satis- 
factory to have reviewed only a few of the 
more important clinical conditions which con- 
cern the internist and the surgeon than to 
touch lightly upon the entire domain of medi- 
cine. It might have been better to stress the 
contraindications in these conditions for the 
benefit of the surgical-minded rather than to 
have attempted to take a reasonably compre- 
hensive birdseye view of the whole situation. 
However, I do feel that at times it is worth 
while to review a whole broad field and to co- 
ordinate our ideas and thoughts concerning a 
general problem such as is the one which has 
to do with borderline conditions that may be 
medical or may be surgical. 





CANCER 


by 
DR. ‘JOHN H. VAUGHAN, 
Amarillo, Texas. 


(Read before The New Mexico Medical Society, 
at its Fifty-Second Annual Session, at Las Vegas, 
N. M., July 19-21, 1934.) ) 


Cancer is an abnormal growth developing in 
or on the surface of the human body—causing 
pain and disability at some time in life to 
about one out of every 10 persons in the Unit- 
ed States, and bringing death to 100,000 of them 
annually. It is preventable by removing pre- 
disposing causes; cancer is curable in the early 
lesions in almost 100 per cent of cases. 

In spite of what we consider improved meth- 
ods of treatment the death rate is increasing 
yearly. It not only is bringing distress to thou- 
sands of homes but it is an economic waste. 
When cancer gets its fangs hung into a wage 
earner, he is a loss to the community; he is a 
loss to his family and he becomes a burden to 
them. It is worse than that in case of the un- 
cured mother of a family. Many wage earners 
could be spared to the community and mothers 
to the families if simple looking sores on lips, 
tongues or skins, or irregular bleedings were 
presented to physicians capable of making cor- 
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rect diagnoses in time for cures to be effected. 


To our profession there is a challenge from 
cancer. Are we strong enough to whip it? We . 
can do it by getting in the battle before it gets 
too much start on us. We must be able to diag- 
nose not only the early cancer but also condi- 
tions existing which may favor the develop- 
ment of cancer. When we have taught our pa- 
tients that any lesion anywhere on the body ex- 
isting more than a few weeks is or may be- 
come a cancer, and further, that in-the begin- 
ning they are curable and after they metasta- 
size very few are cured, I believe they will 
seek the advice of capable physicians earlier. 
Then when the members of our profession learn 
to quit temporizing with suspicious lesions, the 
percentage of cancer deaths will drop. 

The death rate in the United States is 95 for 
every 100,000 people. 

One big obstacle to the early treatment of 
cancer is in our own profession. So often we 
do not recognize cancer until it is in the stage 
where the layman can diagnose it himself. I 
think the reason we are so slow to know a 
cancer when we see it is just as in many other 
conditions which we do not see frequently. 
There are 100,000 deaths from cancer in the 
United States yearly, and 1% times that many 
physicians in the same area. Those in the pro- 
fession who come in contact with many cancer 
cases should go to the trouble and expense of 
making lantern slides to show not only to our 
profession but to the laity through the P. T. A. 
or other organizations. Many patients coming 
direct to me for cancer have come because of 
something he or she has heard some doctor say 
in years gone by, as to the appearance, early 
treatment, etc. ,of cancer. Sometimes false no- 
tions have been taught the public by us be- 
cause we inadvertently tell them we know 
nothing about the cause and cure of cancer. 
We are hardly willing to admit that this is a 
true statement of facts. Fraude said “The 
knowledge which a man can use is the only 
real knowledge, the only knowledge which has 
life and growth in it and converts itself into 
practical power. The rest hangs, like dust 
about the brain or dries like raindrops off the 
stone.” 

The big problem as I see it is the education 
of our profession and through them the laity, 
to seek earlier the advice of the family physi- 
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cian, as to suspicious lesions. Let them know 
that practically all cancers can be cured if got- 
ten to the right treatment soon enough. 

Every conscientious physician will as cauti- 
ously treat a cancer on his patient as he would 
should that patient be his parent. We probably 
would not temporize with a cancer on a parent 
so we certainly should not temporize with a 
suspicious lesion on another. 

The family physician, surgeon and radiolo- 
gist should cooperate in the effort to combat 
cancer. People look to their family physicians 
for instructions in such matters. Bloodgood 
said that in his experience for the past 40 years 
the people who are getting well of cancer have 
definite family physicians. 

Our profession is trying to combat cancer in 
three ways: By trying to find the causes of 
cancer, by trying to find the treatments for 
cancer, and teaching the public the dangers of 
advanced cancer and insisting on an early ex- 
amination in all persistent lesions. The pre- 
vention of any disease depends upon the un- 
derstanding of the laity as to its causes, symp- 
toms and methods of treatment, etc. 

Causes of Cancer: Many men believe that 
cancer always develops on previously dis- 
eased tissue and those harboring low grade 
infection. With this condition existing we may 
have illness which debilitates us and the can- 
cer begins growing. Some of the things that 
cause those low grade infections are the teeth, 
gums, leukoplakia in the mouth, keratoses, 
moles, warts, scars, etc., on the face, corset rib 
on breast, lacerated cervix, gastric ulcers, etc. 
Others believe that cancer is an infection and 
still others believe that it is an embryonic cell 
become active. 

Classifications: There are many classifica- 
tions of cancers. As to their malignancy they 
are graded one, two, three, four. There 
are carcinomas and sarcomas with their many 
modifications. We might also divide them into 
deep and superficial. We are able to diagnose 
the superficial earlier because we see them. 
The death rate of the deep malignancies will 
probably always be high because the onset 
will be insidious; they are often incurable be- 
fore we know they are present. 

As to whether a lesion is malignant can be 
determined grossly in a large per cent of cases 
by a doctor who is seeing and treating many 
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cases of cancer. There is only one way where- 
by we may absolutely know that a lesion is 
malignant and that is by biopsy. Many pa- 
tients have a hard time getting the $10 where- 
with to have the tissue examination. I do not 
do many biopsies. They are necessary in big 
clinics for statistical purposes. It is helpful in 
treating cancer to know its grade of malig- 
nancy. There is some danger of a biopsy caus- 
ing a dissemination of cancer cells. 
Prevention of Cancer: We should prevent 
cancer just like the engineer avoids wrecks; 
he does not run red light signals. Before they 
get serious most cancers flash several red light 
signals. If every red light signal is observed, 
cancer will be prevented. 
~ Prognosis: There are no very definite statis- 
tics as to the mortality rate in cancer, but it is 
too high. While we are never absolutely sure 
of curing any cancer we can be about as sure 
as the fireman can as to whether he will put 
out a fire that he is called to. A little water 
will not put out a big fire, but with plenty of 
water he will put out most of them. Likewise, 


_with the proper means of treatment we will 


cure most cancers. We believe that practically 
every cancer is curable while it is a local con- 
dition. Later when the cancer cells have got- 
ten into surrounding lymph nodes and estab- 
lished new growths then it is about as impos- 
sible to cure the condition as it is to grow a 
new nose where the nose was cut off. In my 
opinion this type is and always will be incur- 
able. 

Treatment of Cancer: The standard methods 
of treatment of cancer today are surgery, ra- 
dium and x-ray. Frequently we are called on 
to treat cases which we do not hope to cure 
but hope merely to extend life, and make 
it more bearable. It is better for a patient to 
die of internal metastases than to die of an 
external cancer; so, relieve them if possible. 

Surgery has been used in cancer for many 
years. In the early days practically the only 
cases that would submit to surgery were the 
terminal ones. It is easy to understand that 
most of the cases came to an early end, and it 
is no wonder that the laity began to think that 
it was disastrous to operate upon cancer. That 
idea is still in the minds of many persons. Then 
came the day of caustic pastes. Many submit- 
ted better to this treatment because it was get- 
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ting away from the knife. Fair results were ob- 
tained. Then surgeons decided they could 
cause the patient less pain, do as good or bet- 
ter work and cure more cancers by the use of 
the actual cautery. As patients gained confi- 
dence in the surgeons more work was done 
with the knife. Then came the x-ray and later 
radium, the radio knife, etc. 

Kaplan, of New York, states that the cancer 
cure committee of the cancer divison, N.Y.C., 
during the last few years has tested a great 
many so-called cancer cures and have not 
found any method or substance offered for 
treatment of superficial cancer with any su- 
periority over surgery, radium and x-ray. 

The shot in'the arm cure does not and prob- 
ably never will exist, whether they are met- 
als, glandular extracts or whatnots. The Blair 
Bell (Lead) treatment, Coley’s toxines, Hum- 
ber and Coffee extract have all failed. Four 
hundred fifteen persons with carcinomas and 
sarcomas treated by the representatives of 
Humber and Coffee in the W. H. Kellogg Foun- 
dation Clinic were not improved. There was 
no decrease in the pain, in'the size of the tu- 
mor, nor in the deaths. 

The cancer quacks seem to be using caus- 
tic pastes, liquids or powder. ‘There are very 
few reputable men in our profession still using 
the pastes. 

It is as impossible for one to tell another how 
to treat a cancer as it is to tell him how to 
ride a broncho. No one technic will suffice 
for every case. One must see the individual 
cancer and then prescribe the treatment. He 
may have to change from one kind of treat- 
ment to another. Personally I do not use sur- 
gery much in the cancers on the surface. Of 
course we use cauterization in some cases and 
the knife in some. Most of my cases are treat- 
ed with radium alone or with radium and x-ray 
combined. Cancer of the cervix is treated with 
radium inside and x-ray externally, and cancer 
of the breast by irradiation, knife and irradia- 
tion. I am glad that I have access to the three: 
Surgery, radium and x-ray. If a man has all 
three, he should not be biased in his opinion 
when he attempts to prescribe a treatment. 

Cancer cells are from four to six times as 
easy to destroy with radiation as are the nor- 
mal tissue cells. Some cancers which are re- 
sistant to the x-ray will respond readily to ra- 
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dium. This seems to be accounted for by the 
difference in the biological effect of the two 
rays. : 

Radiology in the treatment of disease has 
reached a degree of accuracy at least equal to 
that in any other field of medicine. The pion- 
eering work in radiology has been done and 
the dangers encountered by the pioneer are 
now past. My results with radium and x-ray 
are more gratifying than my results in any 
other field of medicine. 


Provocative doses of radium or x-ray may 
be beneficial in stimulating a mitotic cell divi- 
sion, thus making a tumor more radiosensitive 
and more responsibe to treatment. One of the 
dangers of radiation treatment of cancer is too 
little radiation. If it recurs it usually does not 
respond so well again to radiation. 


DISCUSSION 


Dr. R. O. Brown, Santa Fe, (opening): “Last year 
at the Roswell meeting, there was considerable dis- 
cussion as to the advisability of getting biopsies 
for diagnostic purposes in cases of cancer prior to 
the time operation was possible or whether such 
specimens should be taken only under conditions 
that would permit immediate operation. The idea 
seemed to prevail that we should wait for biopsy 
until we were ready to operate and that men who 
did not have facilities for examination by frozen | 
sections or other method of immediate diagnosis 
should not make biopsies and await reports. We 
also discussed which type instrument should be 
used in operating, whether the knife was still the 
instrument of choice or whether an instrument of 
the type of the radio knife should be used; I believe 
most of the speakers recommended the latter type. 
I wonder what the attitude now is toward this mat- 
ter, and I should like to ask Dr. Vaughan to say a 
word along that line.” 


Dr. A. E. Winsett, Amarillo, Texas: “I want to 
ask what percentage if any Dr. Vaughan finds in 
cases of skin malignancies resisting the irradiation 
type of treatment?” 

Dr. W. W. Waite, El Paso, Texas: “I enjoyed Dr. 
Vaughan’s paper very much—also his pictures. 
They look quite familiar—in fact many I could 
reproduce exactly. My work is diagnosis—I am not 
interested in treatment. Dr. Vaughan mentioned 
one of his cases, that of the tumor of the eye-ball, 


bad tongue, stating that he had been using a paste 
on it which some of his friends had given him. The 
time for treatment had passed and I told " 
His ambitious friends had put him in a place where 
treatment would be of no avail. Just a few days 
ago a man came into the office who had a tumo: 
on the back of his hand and friends had sm 

it over with paste. The skin was cooked p 
nearly raw from the paste. If there is any 

which this practice can be stopped, it sho 
done.” 
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Dr. A. C. Scott, Temple, Texas: ‘The question of 
cancer is such an enormous one that it is difficult 
for one to discuss it in a brief period. Dr. Vaughan 
covered a wide area, but to my notion he omitted 
one of the most important things and that is the 
question of education. Unfortunately the profession 
itself has given so little attention to the question 
of education on the subject of cancer; they have 
failed to educate themselves regarding the early 
stages of cancer and thus detecting the predispos- 
ing lesions which are favorable for the production 
of cancer. They do not think of the small lesions, 
the early symptoms of cancer, which are shown on 
the surface. The matter of education of the laity 
is most important as the most direct way of get- 
ting at all the things that help to make this mor- 
tality so terribly high. The people have too many 
erroneous ideas concerning cancer and it is too 
difficult to get at them. I have many times been 
engaged to speak to find only audiences of 15 
to 20 persons present. The reason for this is 
that the people have the idea that they know all 
about cancer and do not need or care to know any 
more because it is all bad anyway. The general 
idea is that when you have cancer you might as 
well go jump in the river because it is all over. To 
illustrate to what extent the fatal error of igno- 
rance will go, I will mention one case. A Judge, a 
man of very much more than ordinary intelligence, 
a well-balanced, thoroughly informed old gentle- 
man, whom I had known a good many years, and 
had done a lot of work for members of his family, 
came down to the Hospital one day as a patient. 
He refused to allow his history to be taken by the 
younger members of the staff and would see no 
one except me. When I began to question him, he 
shut up like a clam. He had an advanced cancer 
of the breast with evidence of metastases to his 
armpit; his circulation was involved. The pleuritic 
pain suggested to him it was time to see a doctor. 
I felt I had to tell him the truth, so I said to him, 
‘Judge, I want to be frank with you—you have can- 
cer.’ I said, ‘to be further frank with you I cannot 
do you any good—it has gone too far.’ He said, ‘I 
know that—I have known all my life that nothing 
can be done for cancer. I have known it all along; 
soon after it started I was convinced that it was 
cancer. I did not come to you until today because 
I knew there was nothing you could do for me; 
but I come to you now because when I do get to 
that final stage when I have to suffer such terrible 
pains, I want you to be sure and give me enough 
medicine so that I can tolerate it.’ Now, gentlemen, 
believe me, when I heard that story I almost cried 
to think that here was a friend of mine whom I 
might have saved had I only known in time. To 
think that a man of superior intelligence, a man 
who had been Judge of a District Court for 18 to 
20 years should be so ignorant. Nearly all cancers 
that are visible or within reach are curable at first. 
All of them are strictly local diseases to begin with 
and until they start to metastasize, until the cells 
have migrated to some distant part. The Judge did 
not know that; he did not know that a very large 
proportion of cases of cancer get well. That is the 
situation with a high percentage of our people. The 
most direct way to reduce this terrible mortality 
is to have a doctor in every district—a member of 
the State Medical Society—who will pay enough 
attention to the disease to learn the early symp- 
toms, the predisposing things when manifested by 
certain types of pain, by bleeding which comes from 
the stomach or intestines or genito-urinary tract; 
and then not to delay longer. The people ought to 
know these things; they ought to know the danger 
signs; they must know that cancer is amenable to 
treatment,” 
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Dr. Frank H. Austin, Carlsbad, N. Mex.: This 
whole question hinges on early recognition and I 
have just a word on that phase that may be worth 
while. In the past month I have seen two cases of 
skin cancer, both of about 10 years duration, 
which were in such a position that they could 
easily be excised. That was the mode of treatment, 
using the surgical diathermy knife. rather than ra- 
dium, because they were accessible and would leave 
no deformity. One was on the side of the face; 
the other was on the side of the neck. Both had 
typical histories and were shown on microscopic 
examinations to be the basal-cell type of epitheli- 
oma. Since this is the only paper on cancer on 
this program, I should like to ask Dr. Vaughan to 
give us a word in regard to the early symptoms 
and diagnosis in cancer of the gastrointestinal 
tract. During a relatively short time in Carlsbad, I 
have seen several such cancers previously not rec- 
ognized because of omission of examination of the 
tract by fluoroscopy. The most interesting case 
that has come under my care was that of an ad- 
vanced cardio-renal disease with retroperitoneal 
round-cell sarcoma. The heart failed completely 
after he had starved himself for a period of weeks 
because of partial obstruction of the sigmoid by 
the tumor mass. The vital organs were not involv- 
ed except mechanically by the mass that was about 
six inches wide and two inches deep from the di- 
aphragm to the tip of the coccyx. A colostomy and 
deep x-ray therapy was planned for the man, but 
he died before these could be done. We regret 
that we did not diagnose the retroperitoneal tu- 
mors earlier. They do not affect the vital struc- 
tures early and some of them melt away, at least 
temporarily, under deep x-ray treatment. A word 
from Dr. Vaughan along this line will be very 
much appreciated. 

Dr. John H. Vaughan (closing): “I appreciate 
very much the discussion of my paper and will 
close very briefly. 

As to the importance of biopsy in suspected mal- 
ignancies I believe that most doctors who treat 
many malignancies will know pretty definitely 
whether or not a lesion is malignant. Many can- 
cer cases are charity and are not able to pay for 
biopsies. Biopsies are necessary in large clinics for 
statistical purposes. 

In answer to the question as to the resistance to 
radiation of skin malignancies: I have no statistics 
but I think probably one out of 15 do not respond 
= the radium and may need surgery or cauteriza- 
ion. 

I appreciate very much Dr. Scott’s discussion. He 
has probably done more toward educating the pub- 
lic about cancer than has anyone else in Texas. 

I would urge upon you that you do not let your 
clientele go along with lesions that may become 
malignant, but have your eyes open and call their 
attention to these lesions before they have gone so 
far that the layman can diagnose them.” 





VIOSTEROL’S QUICK ACTION PREVENTS 
DEFORMITIES 


No antiricketic substance will straighten bones 
that have become misshapen as the result of rick- 
ets. But Mead’s Viosterol (plain or in Halibut Liver 
Oil) can be depended upon to prevent ricketic de- 
formities. This is not true of all antiricketic agents. 
many of which are so limited by tolerance or bulk 
that they cannot be given in quantities sufficient 
to arrest the ricketic process promptly, with the re- 
sult that the bones are not adequately calcified to 
bear weight or muscle-pull and hence become de- 


' formed. 3 
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BROMIDE INTOXICATION 


By CHARLES W. TIDD, M. D.* 
Topeka, Kansas. 


The purpose of this paper is to report three 
cases of severe bromide intoxication, and dis- 
cuss briefly the current opinion concerning the 
use of bromides. 


The popular use of the word “bromide” in a 
mildly derisive tone testifies to the widespread 
general attitude toward the use of that drug. 
Bromide was discovered in 1826 by Ballard and 
first used as a therapeutic agent by Graf in 
1840 (quoted by Diethelm)* Since then it has 
been employed in the treatment of many neuro- 
psychiatric disorders, primarily as a sedative. 
That bromide is a useful drug there can be no 
question, but it is not surprising that when in- 
judiciously administered there are dangers of 
ill effects. Warnings as to the ill effects of the 
drug when given in large doses over long pe- 
riods have been written from time to time and 
because of its widespread usage emphasis may 
well be placed.on the frequent occurrence of 
the bromide reactions, in particular the unde- 
sirable mental symptoms that appear in bro- 
mide intoxication. 

CASE REPORTS 

Case No. I. A housewife, aged 59, suffering 
from auricular fibrillation, entered the hospital 
in a confused state. She complained that there 
were bugs on her skin and chickens and other 
animals in her bed. Physically, she was a 
drowsy white female, prematurely aged, with 
evidence of recent loss of weight. The left bor- 
der of the heart extended to the anterior axil- 
lary line and the rhythm was an irregular ir- 
regularity. There was moderate pitting edema 
over both ankles. Neurological examination re- 
vealed nystagmoid jerkings of the eyes, a tre- 
mor of the hands and absent abdominal reflexes. 
By psychiatric examination it was shown that 
she was markedly confused, disoriented and 
presented prominent visual and tacitle halluci- 
nations. In her speech, she showed circumstan- 
tiality and confabulation and expressed some 
paranoid delusions. The emotional state was 
characterized by many rapid fluctuations. Lab- 
oratory examination revealed a mild secondary 
anemia and a blood bromide of 180 mgm. per 


* From thé Menninger Clinic: 
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100 cc. This woman had taken 45 grs .of bro- 
mide per day for three or four years. Upon ad- 
mission the bromides were discontinued. The 
administration of sodium chloride was compli- 
cated by the presence of the edema but she was 
encouraged to use liberal amounts in her diet 
and six gms. additional were given each day. 
She remained in the hospital under treatment 
for three weeks and then discharged against 
advice. At the time of discharge she had begun 
to show improvement; the hallucinations ap- 
peared less frequently and she was less con- 
fused. She was instructed to refrain from all 
bromide therapy and two months later she was 
reported to be entirely clear mentally. 


Case No. II. A man, 48, was readmitted to 
the hospital because of “a nervous breakdown.” 
He had been admitted the first time six years 
previously for alcoholism and acute luminal 
poisoning. The second and third admissions 
followed during the next five years, at which 
times he suffered from acute alcoholism. 


At the time of the admission a reliable his- 
tory was as follows: The patient had not had 
any alcoholic drinks for four weeks before en- 
tering the hospital. He had been working long 
hours and doing creditable work. About 10 
days before this admission he felt nervous and 
purchased a bottle of “nerve medicine” in a 
drug store from which he took frequent drinks. 
However, his nervousness increased greatly 
and it was necessary to bring him to the hos- 
pital. Upon admission he showed a staggering 
gait and thick speech. He had a maculo-papu- 
lar eruption over the trunk, and dry swollen 
lips, with a heavily furred, dry, tongue. He 
showed bilateral pseudo-ptosis, poor coordina- 
tion and absent abdominal reflexes. Mentally 
he was confused and completely disoriented. 
Visual and auditory hallucinations were pres- 
ent and paranoid delusions were prominent. He 
thought his wife was unfaithful and that he 
was going to be shot. Laboratory findings were 
normal except that the blood bromides were 
410 mgm. per 100 cc. 

The patient was placed on a regime which 
included continuous tub baths, increased fluid 
intake and sodium chloride five gms. four times 
each day by mouth. Four days after admis- 
sion the patient’s mental condition was much 
improved. He spoke with amazement of his 
mental ‘symptoms of the preceding days. The 
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blood bromide content was 208 mgm. per 100 
cc. On the fifth day there was a mild recur- 
rence of symptoms. He was discharged, against 
advice, six days after admission, his condition 
having improved markedly. After two weeks 
at home, the mental symptoms disappeared 
completely. 


Case No. III. A woman, 52, was admitted to 
the hospital because of confusion and afebrile 
delirium. Two months before her admission, 
she began complaining of abdominal pain and 
was given sodium bromide grs. 40 every six 
hours by rectum and in addition “some bro- 
’ mides by mouth.” After five weeks the dosage 
was changed to 85 grs. per day. This latter 
dose was continued about three weeks and was 
stopped five days before entering the hospital. 


On admission the patient showed a dry, coat- 
ed, tongue. There were unsustained nystag- 
moid jerkings of the eyes. She staggered when 
walking and her coordination was slightly im- 
paired. The abdominal reflexes were absent 
and the corneal reflexes depressed. Mentally 
she was disoriented and confused; there was 
anamnestic evidence of auditory and visual 
hallucinations, although these were not pres- 
ent at the time of examination. Paranoid de- 
lusions against her family were prominent. The 
laboratory examination revealed a secondary 
anemia and a blood bromide content of 248 
mgm. per 100 cc. 


The patient was placed on a treatment plan 
which included forcing of fluids, eliminative 
hydrotherapy, and sodium chloride by mouth, 
24 gms. per day; this dosage was diminished 
gradually as her condition improved. Improve- 
ment in the mental condition was noted after 
the first week; at the end of three weeks her 
mental symptoms had practically disappeared. 
The blood bromide estimation, three weeks af- 
ter admission, showed 64 mgm. per 100 ce. 


DISCUSSION 


In each of the three cases the psychiatric pic- 
ture as well as neurological findings was typi- 
cal of bromide intoxication. However, the di- 
agnosis was definitely made only after the blood 
bromide estimation had been secured. This 
point has been stressed by Katzenelbogen and 
his associates’ and we agree with their general 
statement that “the most significant fact, if not 
the only pathognomonic symptom” in the diag- 
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nosis of bromide intoxication is the determina- 
tion of the bromide content of the blood. 


Toxic level of blood bromide: The exact lev- 
el of the bromide content of the blood at which 
toxic symptoms appear undoubtedly varies. 
Wagner and Brunbury’ wrote that toxic symp- 
toms usually were not present when the bro- 
mide content in the blood was less than 200 
mgm. per hundred cubic centimeters in pa- 
tients below the age of 50. They consider, there- 
fore, that a concentration of bromides in the 
b'ood of 200 mgm. per hundred cubic centi- 
meters should be considered toxic and that life 
is endangered if the concentration goes much 
above 300 mgm. However, in the age group 
over 50 evidence of intoxication was present 
ws even in the low concentrations.” 

Harr:s and Hauser‘ believe that while some 
persons develop symptoms with a concentra- 
tion of 125 mgm. per 100 cc. that 150 mgm. 
should be considered as the level at which 
symptoms occur. 


The blood bromide content depends upon 
two main factors: The dosage of bromide and 
the sodium chloride intake. When bromides 
are introduced into the body they tend to re- 
place the chloride ion in the blood; decreasing 
the sodium chloride intake, then, increases the 
amount of bromide retained in the body. 

Individual susceptibility to bromides: It is 
well recognized that there is a wide range of 
susceptibility to bromides. Diethelm’ stress- 
es this fact of individual susceptibility and 
cites cases to illustrate the wide range of dos- 
age which produced symptoms. In one case a 
dosage of 45 grs. per day for about six weeks 
resulted in a delirium; while in another patient 
who had a blood bromide content of 305 mgm. 
per 100 cc. (dosage unstated) there were no 
signs of intoxication. Paskind’ reports a series 
of 54 epileptics who were given doses of sodi- 
um bromide ranging from 27 to 90 grs. per day 
for periods up to 17 years. He does not men- 
tion that any of the patients showed ‘signs of 
intoxication during the time they were under 
treatment. Black" states that although 60 to 90 
grs. of bromide per day has been considered 
maximum “. . . . it has been proven by recent 
observations that frequently as large doses as 
300 grs. a day can be given over a period of a 
week to 10 days and doses as high as 180-210 
grs. daily over a period of two to three. weeks 
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with either no or very slight signs of bromide 
intoxication.” 

Bromide determination: In cases where bro- 
mide intoxication is suspected, a simple quali- 
iative urine test which determines the pres- 
ence of bromides in the body has been devis- 
ed." If the presence of bromides in the urine 
is determined, then a blood bromide estima- 
tion furnishes information as to the amount of 
bromide present and the possibility of the 
drug’s being an etiological factor in the intoxi- 
cation. The Wuth comparator is sufficiently 
accurate for this determination. 

Treatment: The treatment which has been 
mentioned consists essentially of general elim- 
inative measures, particularly hydrotherapy in 
the form of continuous tub baths, forcing of 
fluids, and the administration of sodium chlo- 
ride. The salt may be given by mouth and in 
doses which provide 12 to 15 gms. per 24 hour 
period. In those patients who are unable to 
take medication by mouth, normal saline may 
be given by rectal drip or by hypodermoclysis. 
Strecker and Ebaugh" state that in severe 
cases, with high blood bromide content, there 
is danger in giving sodium chloride due to the 
fact that it liberates the bromine from the tis- 
sues and increases the severity of the symp- 
toms. They recommend that in such cases the 
salt be given cautiously. 


SUMMARY 

Three cases of bromide intoxication have 
been reported; the diagnosis in each case was 
suggested by the clinical picture and confirm- 
ed by determining the bromide content of the 
blood. 

The level of the blood bromide at which tox- 
ic symptoms appear, as noted by various writ- 
ers, ranges from 125 to 200 mgms. per 100 cc.; 
the importance of individual susceptibility was 
mentioned. 

The chlorides in the blood are replaced by 
bromides and the latter tend to be retained. 

Specific treatment consisting of the adminis- 
tration of sodium chloride resulted in the rapid 
recovery in the three cases cited here. 
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POSTOPERATIVE INTESTINAL 
OBSTRUCTION 


J. W. HANNETT, M.D. 
Albuquerque, N. M. 





(Read before the 21st Annual Meeting of the 
Medical and Surgical Association of the Southwest 
at El Paso, Noy. 21-24, 1934.) ° 


Intestinal obstruction following abdominal 
section may be classified, as a matter of con- 
ven'ence, as early, i.e., occurring within a few 
days of the operation and as late, i.e., (a large 
group) occurring months or years later, where 
the intestine has attached itself to the parietal 
peritoneum in the site of an old incision or 
some other remote inflammatory reaction. A 
few of this latter group may almost be consid- 
ered a type. It is not uncommon for them to 
have several operations for obstructions during 
a period of a few years. Fortunately, this 
group is small, but frequently is a serious 
trouble. They should be advised to spend 
their lives in the vicinity of a hospital in a good 
surgical neighborhood. 

This discussion, however, is concerned only 
with the obstruetions that occur while the pa- 
tient is still in bed in the hospital following an 
abdominal operation. The majority of these 
obstructions occur as a sequence to the more 
serious surgical procedures. Yet they may, 
and frequently do, occur following what might 
be termed simple abdominal routine. 

Statistics from the larger and supposedly 
better manned hospitals reveal that in all in- 
testinal obstructions, both early and late, the 
average death rate is 60 per cent. Incidentally, 
these same statistics show that the mortality 
rate is no better today than it was several years 
ago. Segregated statistics as to the death rate 
of early obstruction compared to obstructions 
from all other causes are not available. It seems 
reasonable to assume that the death rate would 
be higher in early post-operative obstruction, 
considering that the patient’s resistance has 
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been lowered by the original surgical proced- 
ure. 

Post-operative obstructions following a pre- 
vious seriously acute and unreasonably de- 
layed surgical condition are to be expected. 
However, no matter who is guilty of neglect, 
in the first instance, nor how gloomy the pic- 
ture may appear to be, the surgeon’s responsi- 
bility is first, to recognize the surgical condi- 
tion and then, treat it surgically. 

There is little comfort in realizing before one 
begins that six or seven out of 10 will die, yet 
one should derive satisfaction in refusing to 
surrender. The pinched face, sunken eyes, 
mottled cheeks, clear mentality and small rapid 


pulse of the late obstruction with his drum- . 


like abdomen is not a cheerful picture. Add to 
this the doctor with a Levine tube washing 
feces out of the stomach and a nurse with a 
hypodermic of morphine and the picture en- 
titled “futility” would’ be complete. This pic- 
ture should be wreathed with a long so-called 
enema tube. The orderly and room maid shout 
for intestinal drainage, yet the timid surgeon 
still hopes that his first operation will “stand 


up.” The obituary notice next day may or may 
not be “double pneumonia.” 

The foregoing state of facts does not occur 
as frequently as it did 25 years ago, but it oc- 
curs today in outlying communities such as 


ours. 


Delayed diagnoses and operations in early 
post-operative obstructions are always our own 
fault. The patients are in bed in the hospital; 
we are in constant touch with them. We can- 
not blame the internist, the patient or the fam- 
ily. If we wait for the patient’s collapse, we 
have ourselves to blame. Fecal vomiting with- 
out stomach lavage may not occur. With a ris- 
ing pulse rate, distending abdomen, no results 
with enemata or the pituitary products, cramp- 
like pains and the typical facial expressions, 
valuable time is being lost by further postpone- 
ment of operation for intestinal drainage. 

In a recent post-operative paralytic ileus 
with fecal vomiting, the patient was prepared 
for operation—was in fact on the operating ta- 
ble with a spinal anesthetic. The patient’s ab- 
domen became noticably flattened. A rectal 
tube was passed and my surgical assiciate who 
had moticed the altered abdominal contour 
massaged the abdomen and in a short time the 
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patient expelled flatus and a large liquid stool. 
The patient was returned to bed and recovery. 
The use of spinal anesthesia for ‘relief of pseu- 
do-obstruction or paralytic ileus’ is always 
worth a trial. Should it fail, né-harm is done 


and the operation may go forward without de- 
lay. The quiet breathing under*spinal in op- ‘ 
erating a distended abdomen is of ‘distinct val-* 


ue. Freedom of exploration is expedited and 


closure is less difficult. We have wsed.it ‘in ex-* 


tremely sick patients without a fatality that 


could by any stretch of the imagination be at-' 


tributed to the anesthetic. Ephedrin or adren- 
alin is always used and an oxygen tank is al- 
ways at hand though seldom used. We have 
seen no contra-indications for spinal anesthesia 
in cases of intestinal obstruction. It is our an- 
esthetic of choice. 


In post-operative obstructions the x-ray is of | 


some diagnostic value—especially the opaque 


enemata in large bowel obstruction. A barium 


meal is difficult to expel from the small bowel] 
even in the presence of an ileostomy. Marked 
distension of the small bowel may be shown in 
a flat plate without barium and helps in mak- 
ing an earlier diagnosis of beginning obstruc- 
tion. 

The method of attacking a post-operative ob- 
struction presents many difficulties, principally 
because none of us knows where the obstruc- 
tion is and whether it is mechanical or para- 
lytic. Should the original field be an infected 
one the incision, of course, will be made in a 
clean area, preferably in the upper abdomen. 
It is always safer to suspect that something has 
gone wrong near the original incision. If the 
original wound was clean and there is no evi- 
dence of infection it may safely be re-opened 
and thoroughly explored. If the obstructive 
point is not discovered the question arises 
whether we are dealing with an undiscovered 
mechanical affair or a paralytic ileus. The ap- 
pearance of the intestinal walls and the pa- 


tient’s general condition must then be our | 


guide in the extent of exploration: The hand 
and forearm well inside the incision and swept 
slowly and carefully over all parts of the ab- 
dominal cavity will usually locate a mass such 
as volvulus or a stray band of adhesions. It will 


also show whether the mesenteric pedicle of. 


the small intestine is distorted or thickened. 
If the patient’s condition is unfavorable and 
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the condition of the intestine is questionable 
either a small ileostomy should be performed 
or a section of the intestine be fixed in the 
wound and made available for simple puncture 
a day or two later if indicated. Should the ob- 
struction be a paralytic ileus, opening the ab- 
domen and handling of the gut may stimulate 
peristalsis; many of these cases will return to 
normal function with no other procedure. The 
presence of.a safety valve is comforting to the 
surgeon. The early release of a constricting 
band or some obstructive intestinal angulation 
should not require intestinal drainage. Pro- 
viding the patient’s general condition is favor- 
able, the bowel can be identified at some given 
land mark, perhaps the ileo-cecal junction, and 
gone over thoroughly in search of the obstruct- 
ed point. The aid of an ileostomy proximal to 
the mechanically obstructed segment may nec- 
essitate later surgical interference to release 
the obstruction. It is surprising how often the 
mechanical obstruction will right itself after 
_the bowel above has assumed its function. It 
has been my observation that most of our ob- 
structions occur in the presence of a congen- 
itally small omentum. 
Torsion of all or a large part of the pedicle of 
the small intestine may necessitate complete 
evisceration of the small bowel. We encoun- 
tered this condition recently in a post-appen- 
dectomy in an adult. All of the small intes- 
tinal tract was gathered in the arms of an 
experienced surgical assistant and rotated un- 
til the pedicle had.assumed its normal contour. 
,the intestinal wall had a doubtful appearance 
and the mesentery showed signs of trauma. 
This patient later had multiple abdominal fis- 
tulae but finally recovered. We were unable 
to explain the cause of the mesenteric torsion. 
This patient, an. unusually powerful man, in- 
sisted upon taking a general anesthetic. Gas 
.and ether. were administered. The anesthetist 
«Was a physician of -broad experience in anes- 
thesia, and yet the patient never fully relaxed 
throughout the operation and was particularly 
violent for a prolonged period after returning 
to bed. We have no other explanation or clue 
to this mesenteric torsion. His later operations 
were performed under spinal and one under 
avertin and ether, with complete relaxation 
and no post-operative excitement. 


It is,a mistake to be satisfied with one surgi- 
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cal investigation if an obstruction persists or 
recurs. It should again be approached with 
caution and respect but with the same cool de- 
termination, always bearing in mind that it is 
a surgical condition and should be met by sur- 
gical measures, regardless of its persistence or 
recurrences. Whether it proves to be an un- 
relieved mechanical obstruction or paralytic 
ileus that does not respond to modern pallia- 
tive measures, the end results will be fatal un- 
less adequate intestinal drainage is establish- 
ed. Many of these patients will die of what is 
likely an overwhelming toxemia no matter 
what the procedure may be. 


Complications following relief of obstruction 
are many. Further or repeated obstructions 
are the gravest. Hiccoughing is not only an- 
noying but may prove fatal. Crushing of both 
phrenics was resorted to in one of our’recent 
cases. The use of carbon dioxide gas has re- 
cently been used. My experience with it has 
been limited to one case. It should perhaps be 
used in all cases, especially where inhalation 
anesthesia has been used. The partially digest- 
ed skin from the escape of digestive fluids fol- 
lowing a high ileostomy is often a real prob- 
lem. The recent use of kalein is a great ad- 
vance in the control of this condition, espe- 
cially when it is combined with constant air 
suction. The ileostomy tube is of great value 
for the introduction of fluids and liquid nour- 
ishment. Saline and glucose in the vein or sub- 
cutaneously will sustain the patient over a long 
stormy post-operative siege. 

In conclusion, it seems reasonable to state 
that post-operative obstructions carry a great- 
er responsibility to the profession than most 
surgical undertakings. The patient may be do- 
ing very well and could live out a natural life- 
time with his stomach ulcer or troublesome 
chronic appendix. She may be simply incon- 
venienced by an ovarian cyst or some mild pel- 
vic pathology. If we in good faith advise a ma- 
jor abdominal operation and the patient about 
his or her duties every day, walks into the hos- 
pital and submits, later developing an obstruc- 
tion of the bowel, then indeed we should bestir 
ourselves early in that patient’s defense. There 
is nothing monotonous about the care of the 
post-operative obstruction. It is an unwhole- 
some atmosphere for indecision or surgical 
cowardice. 
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FRANKLIN MARTIN—ABSENT 


The Southwest has lost a real friend, a dis- 
tinguished guest. America and the world have 
lost a brilliant benefactor, one whose excellent 
faculties will not soon be found in another. 

Franklin Martin is dead. He succumbed 
from coronary occlusion. His work was inter- 
rupted but a few short days before his final 
adieu to it. 

His last caress, figuratively speaking, would 
have been for his work, we are certain, though 
his love for his family and friends knew no 
bounds. . 

His friends are legion. He enjoyed them. He 
was a friendly, approachable man. He seemed 
happiest surrounded by a group of friends. 

Dr. Martin spent so many winters in Ari- 
zona and was always so gracious to medical 
men individually and as organizations that 
large numbers of the profession of the South- 
west have grown to have an intimate posses- 
sive attitude toward him. 

We cannot think of him as dead. His accom- 
plishments are not mere monuments. They 
make him seem to be alive still at the helm— 
only just absent. 

Far more knowing pens than ours will tell 
of his life and work; they will need books to 
hold it all. 

While he did great things—many of them— 
we would say, with Abou Ben Adhem, great- 
er than ‘his love for all these material things 
was his love for his fellow man. 

In penning these few lines the morning af- 
ter his death, near where lie his mortal re- 
mains, we feel as though he, glancing over a 
shoulder had said, “There, you’ve said enou: 


COMPULSORY HEALTH INSURANCE 
BILL. 


Before the New York state legislature there 
is a health insurance bill against which the 
medical profession is taking a firm stand be- 
cause they are thoroughly convinced that it 
will not work in this country and that such a 
scheme will make matters worse instead of 
better. These measures are dangerous because 
upon the face they appeal to every person, 
who has not given serious thought to the prob- 
lem, that such a plan would be ,a great bless- 
ing-to the workman and a stimulus to an im- 
proved national health. 

Dr. Arthur J. Bedell, President of the Med- 
ical Society of the state of New York, in op- 
posing this bill, said that: Such a law would 
make patients lie about their conditions in or- 
der to get their insurance for which they have 
paid; they develop a fear of illness; they lose 
their will to recover; and they are made pre- 
tenders and hypochondriacs; the patient who 
is really ill and is in no;wise pretending to be 
more ill than he really is may not have had his 
illness fully appreciated because the physician 
has seen so many pretenders; the bureaucratic 
apparatus will wedge itself in between the 
doctors and the patients in a way detrimental 
to the success of treatment. 

Dr. Jacob L. Moreno, director of research, 
New York State Training School for Girls, and 
adviser of the Subsistence Homestead Divi- 
sion, Department of the Interior, Washington, 
D. C., in testifying against the bill said that 
he had had extensive experience under the op- 
eration of such a law in Austria and that, no 
matter how rosey the picture presented by 
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health inSuratice. schemes in practice they do 


not work; they fail to take account of factors ~ 


in human relation which are indispensable to 
the practice of the healing art; a physician can 
not properly treat the large number of patients 
sent to him, a few perhaps really needing med- 
ical attention, and he is forced to develop a 
mass-handling scheme in order to give atten- 
tion to every patient. The attention is. really 
only a “quick look, a stock prescription, a 
pat on the back, and out the door.” He said 
that there are so many corrupting influences 
from such a law that make it inadvisable to 
adopt it; it will fail despite the well-meaning 
altruism of those who sponsor such legislation. 
He said that information he has received re- 
cently from former patients in Austria is that 
the system is working no better than when he 
was there and generally is considered a fail- 
ure. 





SPECIAL SESSION A.M.A. HOUSE OF 
DELEGATES. 

On February 15 and 16, the A. M.A. dele- 
gates met in Chicago. A reference committee 
reviewing the question of Medical Economics 
reported that regimentation of the medical 
profession with lay control of medical practice 
is certain to be fatal to present high type med- 
ical practice and would ultimately lower the 
quality of medical services available to 
the American people. All propaganda, legis- 
lative and political manipulations leading to 
state medicine were condemned. The com- 
mittee, however, reaffirmed the approval of 
the American Medical Association’s attitude in 
encouraging local medical associations to plan 
and provide for adequate medical service for 
all of the people of a community by voluntary 
rather than compulsory budgeting. The bu- 
reau of medical economics of the A.M.A. has 
data of 150 plans which are undergoing study 
and trial. in various communities in the Unit- 
ed States. These data are available to any 
community. Elsewhere in this issue will be 
found a report of Arizona’s special delegate. 
See J.A.M.A. March 2, 1935, pp. 747 to 753 for 
the full transactions of the meeting of the 
House of Delegates. 
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THE NEWS COLUMN 

The Editor—lone-handed—can do little to- 
ward keeping up an informational news col- 
umn for the entire territory covered by South- 
western Medicine. If each one of the readers, 
however, will lay modesty aside and send to 
the magazine any bit of information about him- 
self which is the least out of the ordinary, the 
news column can be made most interesting. 

The suggestion is made to make the wives 
or secretaries publicity agents so far as this 
News Column is concerned. 

The value of a news column lies not so much 
in its present day interest as in its historical 
worth. Either one of these purposes should be 
a stimulus to each physician to help fill this 
column. 





NEUROPSYCHIATRY POST GRADUATE 
COURSE. 

In the advertising column of this issue will 
be found an announcement of a post graduate 
course in “Neuropsychiatry in General Prac- 
tice.” It is planned particularly for men in 
general practice. We are informed that there 
will be lectures, case studies, and seminars— 
an intensive course—extending over five and 
a half days. The course will be given by the 
members of the staff of the Menninger Clinic 
with the assistance of Drs. W. McK. Craig and 
Henry Woltman of the Mayo Clinic, and Dr. 
Titus H. Harris of the University of Texas 
Medical School. 





A HEALTH INSURANCE PROPOSITION 


We recently received an envelope containing 
a policy-like document and literature with a 
letter, none of which has been read. Upon the 
face of one folder, however, we find the words 
Hospital, Surgery, Medical, Benefit for the en- 
tire family. This statement is not in any sense 
an analysis of the proposition. We merely wish 
to caution the physicians and surgeons to go 
slowly in accepting connection with this organ- 
ization. It may merit a most thorough investi- 
gation and may be that long looked for ideal 
proposition. The impression gathered from the 
merest glance is that it brings into the picture 
a lay organization wedged in between the sick 
individuals and their physicians. If such is the 
case the probabilities are that this Arizona 
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Benefit Association, so called, is not the answer 


to the problem. At any rate whatever is done, 


let it be done with a united front. 





A PLAN TO EVALUATE SEROLOGIC 
PROCEDURE FOR THE DIAGNOSIS 
OF SYPHILIS IN THE UNITED 
STATES. 


Serologic conferences were held recently at 
Copenhagen and Montevideo. An increased 
interest in the relative value of serologic tests 
for the diagnosis of syphilis has developed. At 
these conferences the test of only one serolo- 
gist of the United States was presented for 
consideration. There are a number of excel- 
lent serologists in this country, who have de- 
scribed original modifications of the comple- 
ment-fixation and precipitation tests for syphi- 
lis. It is felt that these tests merit considera- 
tion. 


The United States Public Health Service is 
cooperating with the American Society of 
Clinical Pathologists in drafting a plan to 
evaluate serologic procedure for the diagnosis 
of syphilis in this country. The plan contem- 
plates the collection of specimens of blood from 
at least 1,000 individuals and the distribution 
of comparable specimens to each serologist 
who has described an original modification of 
a complement-fixation or precipitation test for 
the diagnosis of syphilis. The donors of the 
specimens will be carefully selected so as to 
measure both the specificity and sensitivity of 
the serologic procedure. The sending of speci- 
mens to workers at considerable ‘distance from 
the point of collection will be expedited by the 
use of the most modern transportation facili- 
ties, while the delivery of specimens to nearby 
serologists will be delayed so as to make the 
delivery time approximate that for those work- 
ers at the more remote points. 

A committee of five members consisting of 
two specialists in the field of clinical syphilol- 
ogy, two members of the American Society of 
Clinical Pathologists, and one officer of the 
United States Public Health Service will or- 
ganize the plan of study and, after all labora- 
tory reports have been submitted by partici- 
pating serologists, will interpret the results on 
the basis of clinical findings. The collection of 
the specimens will begin about December 1, 
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1935, and a number of serologists will be invit- 
ed to take part in the evaluation scheme. 

It is possible that the name of some serolo- 
gist who has described an original modifica- 
tion of a test for syphilis may have been in- 
advertently omitted. Any serologist desiring 
to participate -will be extended an invitation 
upon presentation of suitable proof as to the 
originality of his modification of a serologic 
test. A brief description of the plan will also 
be sent to those workers who may be interest- 
ed. 


Correspondence should be addressed to the 
Surgeon General, United States Public Health 
Service, Washington, D. C. 





LETTER COLUMN 
We have inaugurated a letter column for 
the specific purpose of getting expressions on 
social medicine from our various readers. That 


is to say, we intend to run this column provid- 
ing there are letters to fill it, and further, if 
we do not hear objections from the board of 
managers. 





A PHYSICIAN TECHNICAL DIRECTOR 
FOR MOTION PICTURE. 

Dr. Samuell M. Marcus, Los Angeles Psychi- 

atrist, is to be the technical director of the 
production of a Hollywood picture. 





NEWS 


Dr. Charles W. Sechrist, Flagstaff, was in St. 
Joseph’s hospital, Phoenix, for treatment dur- 
ing part of February. 

Dr. W. P. Sherrill, of Phoenix, was guest 
speaker at the home hygiene class of the Cap- 
itol Parent-Teacher association recently. He 
discussed “Problems in Preventive Medicine.” 


Dr. George Truman, Arizona, who has been 
state superintendent of public health for the 
past two years under Governor Moeur, has 
been reappointed for another two year period. 

Dr. G. M. Fronski, Flagstaff, is director on 
the Boy Scout Council. 

Dr. Howe Eller leaves his postion as Coun- 
ty Health Officer of Bernalillo County, N. M., 
on March 25th to assume a similar position in 
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Pub’ic Health at the University of Virginia. 


Dr. M. G. Wright, Winslow, spent a week in the 
latter part of February in Phoenix. Dr. Wright 
has a private hospital in Winslow. His wife is a 
nurse and reports indicate that they are doing 
excellent work. 

Dr. Trevor G. Browne of the Phoenix Clinic has 
been called to. Panama to bring a patient from 
there to Phoenix. 


Dr. F. S. Spearman, formerly in the Indian 
service in Arizona is now with Co. 968 CCC Camp 
F., 115, at Lucile, Idaho. His oldest son, Maurice, 
graduated from Baylor Medical and has been in- 
terning in El Paso where he is to become associated 
with a well established physician. 

Dr. H. S. Denniger recently of the United States 
Army where he served for two and a half years re- 
signed January 9, of this year. He is now located 
in Peoria, Arizona. The doctor is a graduate of 
Rush Medical College in the class of “31.” He vrac- 
ticed one year in Chicago after graduation where 
he was the attending physician of the Central free 
dispensary. He is married. 

Dr. Joseph Bank, Assistant Professor of Gastro- 
enterology, University of Pennsylvania, talked be- 
fore the Maricona County Medical Society Mon- 
day evening, March 4, 1935. Appearing on the 
same program was Dr. W. B. Carrell, Dallas, Presi- 
dent, Pan-American Medical Congress. 





Tentative Program for the Meeting 
of the Arizona State Medical 
Association, April 22-25. 





1. Dr. H. L. Franklin (Phoenix) 
Hereditary Optic-nerve Atrophy. 

2. Dr. A. K. Duncan (Douglas) 
Pre-sacral Ganglionectomy in Dysmenor- 
rhea. 

3. Dr. Frank S. DoHey (Guest)—Los Angeles. 
Indications for Lobectomy. 


FRIDAY, APRIL 26, 1935 
1. Dr. J. C. Riggins (Tucson) 
Pneumothorax Treatment in Lobar Pneu- 
monia. 
2. Dr. George Thorngate (Phoenix) 
Silicosis. 
3. Dr. Samuel H. Watson (Tucson) 
Curability of Tuberculosis of the Bowel. 
4. Dr. Robert Flinn (Phoenix) 
The Medical Treatment of Gall Bladder Dis- 
ease. 


SATURDAY, APRIL 27, 1935. 
1.. Dr. Walter Brazie (Kingman) 
Insurance Examinations. 
2. Dr. David M. Davis (Phoenix) and 
Dr. John W. Pennington (Phoenix). 
Polycystic Kidney with Presentation of 
Cases. 
One afternoon will be devoted to a symposium on 
Industrial Medicine and another to Medical Eco- 
nomics. 








Virginia, together with holding the chair of 


PUBLIC HEALTH NOTES 





By 
J. ROSSLYN EARP, Dr. P. H., Director 
New Mexico State Bureau of Public Health 





Relapsing Fever was discussed with due refer- 


ence to the literature in former notes’. At that time 
it was observed that relapsing fever had been re- 
ported from a!l around us. The first case believed 
to have originated in New Mexico has just been re- 
ported. The disease was diagnosed in Los Angeles 
but the circumstances are such that it must al- 
most certainly have been contracted in this state. 
We thank the California State Health Department 
for the notification. The patient had hunted on 
various occasions in the Pecos valley and had han- 
dled jackrabbits and small rodents. Ticks were 
noted but no history of his having been bitten by 
an insect was obtained. He became ill two days 
after leaving New Mexico. 

Tuberculosis in Africa: Subscribers to Tubercle 
received with the issue for January a supplement 
of 87 pages splendidly illustrated entitled “Studies 
of Tuberculosis Among African Natives.’—reports 
to the British Medical Research Council edited by 
Professor S. Lyle Cummins. Parallels can be found 
in Africa for the tuberculisation of Indians and 
Spanish-Americans in the southwest. While tuber- 
culous infection is widely distributed in Africa, its 
intensity varies directly with the opportunities of 
outside contact and inversely with tribal isolation. 
In districts which receive the human wreckage 
from the Rand mines surveys with the tuberculin 
test give as high as 94.7 per cent positive reactors 
over age 20. In the less exposed Dinka population 
just one-third are found infected. It is clearly 
shown that a marked hypersensitivity to the tuber- 
culin test implies for the African adult, a liability 
to disease rather than any promise of resistance 
against it. A hopeful observation is that the. dis- 
ease, when contracted under the familiar home con- 
ditions of native life, does not show the same ten- 
dency to rapid generalization and progressive spread 
a3 that observed in those natives that have been in 
military or industrial occupations. 

British Ostepothy: The English medicai journals 
are discussing legal recognition of osteopathy in 
Great Britain. The British Medical Association has 
prepared a memorandum’ in which they wisely 
foresee that if osteopathy is registered as a special 
healing art the door will be opened wide to any 
number of healing cults. New Mexico has already 
admitted osteopaths and chiropractors. As these 
notes are written the naturopaths, for the second 
time, are loudly demanding admission. The British 
Medical Association is right in standing for the 
principle that anyone may practice healing as long 
as he does not claim to be a registered physician 
and that there shall be just one minimum standard 
of education in the medical sciences which shall 
lead to registration as a medical practitioner. 

The New Mexico Public Health Association will 
hold its annual meeting in Santa Fé, April 30 to 
May 1. The meeting will be held in association 
with the Southwestern Section A. A. A. S. All read- 
ers of Southwestern Medicine are cordially invited 
to be present. 


REFERENCES 
1. Southwestern Medicine 16: 429, October 1932. 
2. The Lancet: 95 and 111, Jan. 12, 1935. 
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El Paso County Medical Society 


(Reported by Dr. L. O. Dutton, Secy.) 
February 11, 1935. 

Meeting was called to order at 7:30 P.M. by Dr. 
B. F. Stevens. Minutes of previous meeting were 
read and approved. i 

Dr. J. W. Cathcart presented three cases show- 
ing slides and the patients. The conditions were: 
Polycystic osteitis fibrosa; neurogenic sarcoma of 
orbit: of: sixteen years duration, and malignancy of 
neck—nature undetermined. All are under treat- 
ment .by:x-ray. Discussed by Dr. Swope. 

- Dr. ‘L: 0. Dutton read a paper “Some Remarks 
on Clinical Pathology.” Discussed by Dr. Mann of 
Silver City, N. M. 

Dr. R. B. Homan explained the purpose of the 
health roundup to be held Feb. 12, 13 and 14, and 
announced the medical staff for each night of the 
roundup. 

Dr. Bloyce Britton cited the difficulty of secur- 
ing good prozrams. Discussion and suggestions were 
offered by Drs. Leslie Smith, Prentiss, Dutton, R. 
B. Homan, J. W. Laws, Cathcart, Cummins and 
Barrett. 

Dr. Will Rogers reported for the Auditing Com- 
mittee, saying it was impossible to adequately audit 
the finances of the society without a large amount 
of work. 

Dr. Laws moved to accept Dr. Smith’s financial 
report; seconded and passed. 

Dr. Stevens thanked Dr. Smith for his faithful 
services during his tenure of office as secretary. 

Dr. Russell Holt’s application for membership 
was accepted after being favorably reported by the 
Board of Censors. 

Dr. Garrett spoke of lack of enforcement of the 
city ordinance against spitting on sidewalks. 

Dr. Barrett reported for the Board of Censors 
on the case of “Claudia Huff,” who has filed com- 
plaint against Dr. H. F. Miller anda person known 
as “The Hermit.” The details of the case are in 
the files of the Board of Censors. After some dis- 
cussion the matter was left with the Board of Cen- 
cors for further investigation to be reported at the 
next meeting. 

The applications for membership of Dr. Gerald 
Houghton Jordan, Dr. Erich Spier were read, and 
sent to the Board of Censors. A communication 
from the Texas Human Betterment Foundation 
relative to legislation concerning sterilization of the 
unfit. was referred to the Legislative Committee. 

Action of the Executive Commitee relative to 
supporting an ordinance concerning sale of con- 
traceptives was reported. 

A communication from the A.M.A. regarding 
the summer roundup of school children was sent 
to Committee on Public Health. 

Meeting adjourned at 9:30 P: M. 


_ COMMITTEE REPORTS 
TO ARIZONA STATE MEDICAL ASSOCIATION 





REPORT OF COMMIATEE ON NATIONAL 
LEGISLATION 


Social Economics: More important legislation is 
before Congress this year relative to the Medical 
Profession than at any other time in our history. 
Most of the important bills relate to SOCIAL SE- 
CURITY. 

Four bills propose to carry into effect the Ad- 
— social security program as developed 
to date. 

S. 1130 by Senator Wagner, New York, H.R. 
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4120 by Representative Doughton, North Carolina. 
H.R. 4142 by Representative Lewis, Maryland, H. 
R. 4539 by Representative Mead, New York, would 
authorize federal subsidies with a Children’s Bu- 
reau in the Department of Labor, supervise state 
activities relating to maternal and infant welfare. 
Federal subsidies would also be authorized to pro- 
vide for the development of state and local health 
work under the supervision of the United States 
Public Health Service. The bills also provide for 
care of crippled children, for child welfare and 
for old age and unemployment insurance. 


Other bills would direct the Secretary of Labor 
to provide for the immediate establishment of so- 
cial insurance to provide for compensation for all 
workers and farmers who are unable to work be- 
cause of sickness and old age, maternity, industrial 
injury, or any other disability. Four bills of this 
nature are in Committee—H.R. 2827; H.R. 2589; 
H.R. 10; H.R. 5497. 


Senate Resolution 28 by Senator Black, Alabama, 
would direct the Senate Committee on Education 
and Labor to investigate fully the best and most 
effective kind of federal legislation to provide a 
system of health insurance throughout the United 
States. 


A bill introduced by Senator Moore, New Jersey— 
1132—-would authorize the Secretary of the Treas- 
ury to insure loans made by banks and other 
financial institutions, for the purpose of financing 
payments for medical and dental services. 

A bill, introduced by Representative Dunn of 
Pennsylvania—H.R. 5549—would direct the Secre- 
tary of Labor to provide for the immediate estab- 
lishment of a system of health insurance for the 
purpose of providing full medical and nursing 
care, including hospitalization, medication, labor- 
atory tests, and treatment, as well as special 
services. 

The President’s Committee on Economic Securi- 
ty has at this time under consideration the ques- 
tion of healh insurance and will, it is reported, 
make a recommendation to the President in the 
near future. On the basis of this recommenda- 
tion, the President may convey his views to Con- 
gress. 

All of these bi-ls are still in committee. 

In the first set of bills federal subsidies as a rule 
must be met by the states, except a state could 
not match and “exceptional circumstances can 


‘be shown.’ In the child welfare services, each 


state is to be given $10.000 and the rest ap- 
plied for will have to be matched. Federal Control 
must be, through its Children’s Bureau, over the 
local states’ bureaus. Subsidies for General Health 
Purposes are given on, the basis of needs and, 
notification of the Treasurer of the United States. 

Veteran’s Legislation: Four bills are pending 
proposing to re-enact all laws granting benefits to 
veterans that were repealed by the Act of March 
20th, 1933. 

A bill introduced by Representative Reese, Ten- 
nessee—H.R. 174—would authorize the admission 
of any veteran, not dishonorably discharged, to any 
Veteran’s Administration Hospital, on payment of 
a per diem fee in an amount equal to the average 
cost of hospitalization per patient day at the hos- 
pital for the previous month. 

‘Other bills propose to establish additional hos- 
pitals, to provide medical and hospital services to 
persons not entitled thereto under any existing 
law relating to veterans and to provide an increase 
in pensions for veterans. There is no pending leg- 
islation, however proposing pensions for contract 
Surgeons of: the Spanish-American War to place 
them on a parity with contract nurses. 
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Food and Drug Legislation: Three bills are pend- 
ing proposing to prevent the manufacture, ship- 
ment and sale of adulterated or misbranded, foods, 
drugs and cosmetics, and to prevent their false 
advertisement. The bills, generally, would revise 
the existing federal food and drugs act, extending 
its provisions to include cosmetics, and to regulate 
the advertising of foods, drugs and cosmetics. 

Anti-Vivesection tion: A bill introduced 
by Senator Frazier, North Dakota—S. 1737—pro- 
poses to prohibit experiments and operations on 
a living dog in the District of Columbia for any 
purpose other than the healing or curing of the 
dog. 

Birth Control Legislation: Several bills are 
pending proposing to liberalize existing federal 
laws relating to dissemination of information con- 
cerning the prevention of conception, and of ar- 
ticles, instruments, su ces, drugs, and medi- 
cines designed, adapted or intended for the pre- 
vention .of ‘conception. 


Other Legislation: A bill, introduced by Sena- 
tor Hatch, New Mexico—S. 1615—proposes to pro- 
hibit the shipment. and transportation in inter- 
state or foreign commerce of cannabis and its de- 
rivatives and compounds. 

Another bill, H.R., 1425, introduced by Repre- 
sentative Woodruff, Mich., proposes to authorize 
the withdrawal of alcohol, tax free, for the use 
of any clinic operated for charity and not for 
profit, including the use in the compounding of 
bona ‘fide medicine for’ treatment outside of such 
clinics of ‘patients thereof, but not for sale. 

None of these bills has been reported out of 
committee as of this date. 

Regarding proposed legislation especially in re- 
lation to the Social Securities program, on recom- 
mendation of Dr. Harbridge and the legislative 
branch of the A.M.A., a telegram was sent to our 
legislators as follows: “The ten points outlined 
at the special session of the House of Delezates 
for the consideration of legislation in C‘eveland 
and Chicago is the gist of the answer of organized 
medicine. to the above proposed legislation.” 

Respectfully, submitted, 
R. J. Stroud, Chairman. 


REPORT OF COMMITTEE ON PUBLIC HEALTH 
AND WELFARE 

The most important piece of work in which we 
were engaged occurred last fall. For six weeks 
prior to the general election in November, we or- 
ganized an intensive campaign to combat an Ini- 
tiative placed upon the ballot by the Naturopaths 
of this State. This Initiative, if it had received a 
a favorable vote, would have placed these practi- 
tioners on practically the same basis as are the 
regularly licensed physicians, in the rights, privil- 
eges and scove of their practice. 

Cooperating with the Committee in this cam- 
paign were the Officers and Members of the Pub- 
lic Health League. The detailed work was handled 
through a centrally located office in Phoenix, with 
a well qualified and experienced publicity manager 
in charge. 

I shall not attempt a complete resume of all 
phases of this campaign, but am attaching a de- 
tailed summary hereto. Suffice to say, the co- 
overative effort of most of the members of our 
various County Societies was gratifying, and high- 
ly appreciated by this Committee. Our Committee 
is also deeply indebted to members of other Pro- 
fessional Groups, to various Club Members through- 
out. the state, and to the excellent support received 
from many newspapers in their editorial columns. 

This Committee at the present time is active in 
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various pieces of Legislation. It is attempting to 
aid the State Board of Health, and the Industrial 
Commission in getting several bills enacted. The 
uniform Narcotic Code is the only one of our acts 
passed by the Legislature to date. We have within 
the past few days submitted an Act to amend sev- 
eral sections of the present Medical Practice Act 
of this State; two of the amendments at least are 
important for putting “teeth” in the Practice Act. 

Other activities during the past year in»relation 
to Public Health matters have been of’ various 
types. We have cooperated with Chambers of 
Commerce and different clubs in arrangimg public 
health demonstrations, talks and programs; we 
assisted with some of the material used in the 
health demonstrations, talks and programs; we 
general have tried to be of assistance in all health 
matters when called upon. 

Recommendations: The Committee has had re- 
quests from various professional individuals, and 
lay people, to assist in forming a permanent Pub- 
lic Health League such as exists in other States, 
and we have endorsed this progressive step. It is 
natural that the professions which deal with and 
foster the scientific spirit should encounter unusual 
opposition, in view of the fact that numerous so- 
cieties and organizations constantly oppose scien- 
tific investigation. These pseudo-cults are con- 
stantly arousing hostile public sentiment, and 
some of their bills are or will be finding their way 
into our Legislature. Adverse medical legislation 
will find on defense mechanism a successfully op- 
erated Public Health League. Such a League 
would be of unlimited value in helping to main- 
tain proper relationship between doctor and pa- 
tient; it can oppose all objectionable forms of 
socialized medicine; it can encourage enactment 
of laws promoting greater usefulness of medicine, 
surgery, dentistry and nursing and can protect 
the unsuspecting from quackery, nostrums and 
fraudulent advertisements. It can propose and 
make intensive studies of social economics, and 
legal subjects pertaining to the preservation of 
hea:th and the care of the sick and injured. 

Respectfully submitted, 
J. D. Hamer, M. D., Chairman. 


REPORT OF INDUSTRIAL RELATIONS COM- 
MITTEE OF THE ARIZONA STATE 
MEDICAL ASSOCIATION. 

At the annual meeting of the Arizona State 
Medical Association held at Prescott, in June, of 

last year, the following resolution was adopted: 

“Believing the medical care and physical restora- 
tion of workmen injured in the course of emp!oy- 
ment to be the essential, underlying wrinciple of 
workmen’s compensation, and that the physical 
and functional evaluation of temporary and per- 
manent disabilities of injured workmen can be 
adequately determined only by members of the 
medical profession; and further believing that the 
responsibility for such medical care and restora- 
tion of injured workmen, together with the phy- 
sical and functional evaluation of their injuries, 
rests squarely upon the shoulders of the medical 
profession of the state; and further believing that 
by means of an active and close cooperation of the 
State Medical Association with the Arizona In- 
dustrial Commission, the intents and purposes of 
workmen’s compensation can be carried out more 
efficiently and more economically and more har- 
moniously; therefore, be it 

“Resolved by the Arizona State Medical Asso- 
ciation that a permanent Industrial Relations 
Committtee of five of its members be established: 
that said Committee be known as the Industrial 
Relations Committee of the Arizona State Medica! 
Association; that the President of the State Medi- 
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cal Association each year automatically becomes 
a member and chairman of this committee, and 
that the other four members of said committee be 
appointed by the President of the State Medical 
Association within a period of 30 days follow- 
ing the adoption of this resolution, and that said 
members so appointed serve for a period of one 
year or until their successors have been appointed; 
that said Comittee be representative of the medi- 
cal profession of the State, and be fully authorized 
to represent the membership of the State Medical 
Association in a1 questions and decisions relative 
to medical relations under workmen’s compensa- 
tion; that said Committee be further authorized 
to enter into any arrangements or agreements with 
the Industrial Commission of Arizona which, in 
the judgment of said Committee, may aid in carry- 
ing out its purposes; that said Committee keep a 
record of its activities and make annual reports 
to the Arizona State Medical Association, and be 
it further 

“Resolved that the Arizona State Medical Asso- 
ciation, through its Secretary, extend greetings to 
the Arizona Industrial Commission, enclosing a 
copy of this resolution, together with the names 
of the members of the Committee so appointed, 
and further to advise the Industrial Commission 
of the desire of the physicians and surgeons of 
the state to cooperate with said Commission inso- 
far as their special know-edge and experience may 
be of value to the Commission in administering 
the Workmen’s Compensation Law.” 


As so instructed, the President appointed the 
following: Dr. Robert Ferguson, of Bisbee, Dr. A. 
C. Carlson, of Jerome, Dr. H. D. Kennedy, of 
Globe, and Dr. E. Payne Palmer, of Phoenix, who 
with himself form the Committee. 

The first meeting of the committee took place 
on the ist day of July, 1934. In addition to the 
members appointed, Dr. D. F. Harbridge, secretary 
of the Arizona State Medical Association, and Dr. 
R. F. Palmer, Medical Referee for the Industrial 
Commission were present. The Committee pro- 
ceded to its organization. Dr. Meade Clyne was 
made chairman, and Dr. W. Warner Watkins, 
secretary ex-officio. After a full discussion, the 
general purposes of this Committee were determ- 
ined to be as follows: 

(1).. To represent organized medicine in its 
various relations with the Industrial Commission. 

(2). To evaluate professional fees appropriate 
to standardized classes of industrial injuries and 
fees appropriate to individual cases which because 
of complexities cannot be standardized under a 
fee schedule. 

(3). ‘To use its influence in promoting and ele- 
vating the practice of industrial surgery in the 
state, and in cementing a closer relationship be- 
tween the industrial surgeons and the Industrial 
Commission, by preparing for publication in the 
Arizona Industrial Commission Bulletin full de- 
tails of the proceedings, decisions, and conclusions 
of this Committee. 

To act in an advisory judicial capacity, where 
it does not violate medical ethics, in cases of 
misunderstanding and dispute between the In- 
dustrial Commission and a surgeon provided that 
the request for such consideration is made in 
writing by either, or both, the Industrial Com- 
mission and the attending surgeon. 

It was proposed that monthly meetings be held 
throughout the year, and this plan has been car- 
ried out. 

At its second meeting on July 29th, with the 
Industrial Commission all felt that the fee sche- 
dule then in operation was inadequate and should 
be changed; after a full discussion, the concensus 
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of opinion was that the old schedule as published 
in 1929 was more in conformity with the usual 
fees charged for medical services in the state, and 
was therefore generally more satisfactory. 

The Industrial Commission then adopted the old 
schedule and it became effective after the 15th 
day of August, 1934. 

A protest was filed against a ruling that had 
been made by the Industrial Commission: That the 
x-ray fims taken in connection with Industrial 
cases be returned to the Industrial Commission 
where they could be permanently filed. The doctor 
making the protest appeared before the Industrial 
Relations Committee and Industrial Commission, 
and after a discussion in which it was brought 
out: That industrial cases never reach finality; 
that they return for rehearings and requests to 
reopen cases many months, and even years, after 
the original injury, and that it is often necessary 
in the evaluating of these old injuries to have the 
o.d, original films. The discussion also brought 
out the fact that the films should be available to 
the surgeon in case of malpractice suits; and for 
any other reason that the original surgeon might 
care to consult them. The matter was disposed 
of by a decision of the Committee approving the 
ruling of the Commission that at least the first and 
final films in each case be furnished the Commis- 
sion for its permanent files—except that in the 
case of se-f raters where permanent x-ray files are 
maintained. It is understood that the films filed 
by the Industrial Commission would be at all times 
available to the surgeon for study of the case— 
said films to be returned to the Commission files 
when the purpose for which they were borrowed 
has been served. The films of self raters are to 
be available to the Commission under the same 
conditions. 


Differences existing between the Industrial Com- 
mission and eight different doctors throughout the 
State have been adjusted amicably. Usually the 
subject of the differences was in the matter of 
fees. 

In regard to the settlement of differences that 
might exist, the Committee has adopted the fol- 
lowing resolutions to guide them in their actions 
in these instances: 


(1). That in all cases of controversy between a 
doctor and the Commission, either as to liability 
of the Commission or as to charges made by the 
doctor for services, the doctor interested should be 
notified of the questions raised, and informed 
that the matter is to be taken up at the next 
regular meeting of the Industrial Relations Com- 
mittee, so that he can either be present in per- 
son or present in writing such evidence as he may 
have in support of his case. 

(2). That in all matters where this Committee 
takes definite action on any argument between a 
doctor and the Industrial Commission, notice of 
such action including the reasons therefor, shall 
be sent by this committee to the doctor concerned. 

In many instances the Industrial Commission 
has asked the Committee for its opinion as to the 
compensability of conditions arising out of employ- 
ment—an examp-e of which, is the matter of a 
workman who developed a prolapsed hemorrhoid 
while straining at work and this hemorrhoid re- 
quired surgical treatment. The Committee was of 
the opinion that such a condition comes within 
the bounds of “an untoward event, arising out of 
and in the course of employment,’ and is there- 
fore compensable. 

The Industrial Commission requested the Com- 
mittee to give an opinion as to whether or not a 
Wassermann test should be allowed routinely on 
Industrial injuries. In the discussion some of the 
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members were of the opinion that such a practice 
would be a good one but that it is not necessary 
as a routine and when thought advisable, permis- 
sion should be obtained from the Commission. 


The Industrial Commission presented, at Dr. 
Watkin’s request, matters relative to charges for 
x-ray examinations. Dr. Watkins stated that in 
outlining the fee schedule at the time of the or- 
ganization of the Industrial Commission, this 
schedule was based upon an understanding that 
the x-ray examination is a consultation and the 
charge was made nor for any certain number of 
films nor for a particular type of examination, but 
was based upon the assumption that the radiologist 
would take a sufficient number of films of the 
proper character to enable him to interpret the 
findings. On this basis extra charges for stereo- 
scopic films was not contemplated. A motion was 
finally made that the consensus of opinion of the 
Committee is that stereoscopic films should not be 
charged for in excess of the regular fee schedule. 
This motion was carried. 

There was some discussion about examinations 
before and after reduction of fractures. No action 
was taken, though it was the consensus of opinion 
that a charge for two examinations should be al- 
lowed—an x-ray examination before reduction and 
one after. 

The Industrial Commission presented the ques- 
tion as to whether the application of heat by 
means of Thermo-Electric lamps or so-called Infra- 
Red lamps were entitled to be charged for as extra 
treatments by hospitals. It was the consensus of 
the opinion of the Committee that such treatments 
should be part of the regular hospital care with- 
out extra charges for them. 


A condition presented was with regard to the 
activities of Accident Insurance Companies and 
the use by employers of ordinary accident policies 
in place of Workmen’s Compensation Insurance. 
The issue was raised by the request of the Gila 
County Medical Society requesting the Industrial 
Relations Committee to lend their assistance in 
remedying the injustice done the workmen, hos- 
pitals and attending physicians under this plan 
of insurance. After considerable discussion of this 
matter the following resolution was introduced and 
one for presentation to the Industrial Commis- 

ion. 

Resolution: It has come to the attention of the 
Industriai Relations Committee of the Arizona 
State Medical Association that many workmen in- 
jured in the course of employment who are not 
insured under Workmen’s Compensation are in- 
adequately provided for in respect to medical and 
hospital care. 

Therefore, this Committee respectfully calls the 
matter to the attention of the Industrial Commis- 
sion and requests that consideration be given 
means of providing such workmen all the benefits 
of Workmen’s Compensation. 

In a discussion with the Industrial Commission 
in regard to this resolution it developed that Work- 
men’s Compensation is supposed to be compulsory 
but in its actual operation there are fiaws. As a 
matter of practical application the Commission is 
not responsible unless the employer elects to carry 
Compensation insurance. If he fails to insure with 
the Industrial Commission or with some private 
insurer, no definite compulsion is used to force 
him to protect his workmen. Mr. Babbitt, the at- 
torney for the Commission, stated that the law 
should be amended, and that an amendment was 
in the course of being drafted to cover such con- 
ditions. After discussion, the Committee was 
Unanimous in the suggestion that the Legislative 


99 


or Public Welfare Committee of the State Associa- 
tion cooperate with the Commission in seeking 
legislative improvement of the Workmen’s Com- 
pensation Act. 

They report that Dr. Hamer, who is the chair- 
man of the Legislative Committee did cooperate 
with Mr. Babbitt in the formation of an amend- 
ment which was introduced in the Legislature. 

It is the feeling of the Industrial Relations Com- 
mittee, that a definite advance has been made in 
establishing a closer and more friendly and under- 
standing relationship between the doctors in the 
state, and the Arizona Industrial Commission, and 
wishes to convey its thanks to the members of the 
Industrial Commission for the friendly cooperative 
spirit. 

Respectfully submitted, 
Meade, Clyne, Chairman. 





REPORT OF EXTRA SESSION OF HOUSE 
OF DELEGATES OF THE AMERICAN 
MEDICAL ASSOCIATION AT CHI- 
CAGO, ILL., FEB. 15th and 16th, 

1935. 


by 
W. O. SWEEK, M. D. 
(Special Delegate from Arizona) 


The house was called to order at 10 A. M. Friday 
by the regularly elected speaker, who at once called 
for a report by the Credentials Committee. They 
were not ready. The Sergeant-at-Arms and two as- 
sistants were sent out, to the great amusement of 
the Delegates, to force the chairman to give an in- 
complete list of those bearing credentials as alter- 
nates and who had not attended the Cleveland 
meeting. Your alternate delegate was on this list. 
The roll was called and the house voted to seat 
them. This provided a quorum. 

After routine preliminary reports of Secretary 
Olin West, the House on recommendation from the 
floor suggested by the chairman, went into execu- 
tive session, and all but regularly seated delegates 
were requested to leave. A motion was passed al- 
lowing all members of American Medical Associa- 
tion Boards, Deans of Medical Schols and Army, 
Navy and U.S.P.H. officers to remain. These men 
could discuss but not vote. 

A committee was then appointed by the chair- 
man to accept and thrash out motions. 

The economic situation was responsible for this 
call. The Board of Trustees had one of their mem 
bers read a carefully prepared report which should 
be in the hands of every state and county society 
and should be read before the county societies. 

The speaker then called for general discussion. 
A delegate from the floor moved that the six im- 
portant questions presented by the Trustees be 
discussed in order and motions made and voted 
on. This was voted down and the orators began to 
get their systems clear of much rubbish, which 
served the purpose of getting up enthusiasm. 

A second vote was called and these six questions 
were discussed and voted on. Various motions were 
offered and sent to the Reference Committee. 

Saturday morning, the Reference Committee 
brought in a report and it was put before the house 
for discussion. Dr. Leeland was asked to talk about 
the experience of the A.M.A. with Perkins and 
other members of the Technical Advisory Board to 
the President. This talk was more thorough than 
any given. 

The President of the American Medical Associa- 
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tion, Dr. Walter L. Bierring, spoke. He was very 
hoarse from acute laryngitis, but said they were 
told by this board that they did not “know a darned 
thing about what they were talking about.” 

There appeared at this time, a change in the at- 
titude of the delegates. I was unable to put my 
finger on the sore spot, but during recess, I circu- 
lated among the delegates to figure out party pol- 
itics. By making various remarks more or less cal- 
culated to get under their skins, it seemed to me 
that “Party Politics’ was consciously or uncon- 
sciously playing a part in the actions of the dele- 
gates. No one admitted it; but it was there just 
the same. 

McCormick of Kentucky made a long talk. He 
told of conditions in Washington, and declared 
openly that the objectionable section in the Wag- 
ner Bill was beaten. Olin West seemed skeptical. 
McCormick praised the President-and said that it 
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would take six more years for him to clean up the 
mess. Bedell of New York, like McCormick, was a 
mighty orator but said nothing important. He. 
amused some and made others angry .or disgust-. 
ed. The better class of Republicans naturally re- 
sented his remark that “two more years of Roose- 
velt was plenty.” The speaker should have thrown 
them both out. 

The consensus of opinion of those in position to 
know (Olin West, Bierring, Warnshuis, Woodward, 
Leeland, Fishbien, and others on the Board of. 
Trustees) was that. the President is favorable. to 
organized medicine. That he is opposed to any. at- 
tempt to regiment so old and honorable a profes-, 
sion as the medical profession. However,. there is, 
to be considered this important phase: Dr. West 
pointed out that other advisers have the ear of 
the President. He is not a free agent and may have 
to yield to pressure. Dr. Woodward stated that the 
President is not committed and that Congress is 
not sold on the idea, that the Wagner Bill is too 
expensive and the clause requiring each state to 
match the Federal aid would break the states. 

The thought occurs at this time that the gradual 
confiscation of actual wealth must inevitably de- 
stroy our form. of government, and certainly our 
system of economics. 

Various plans were discussed. There are now 
about 150 different plans in operation. King of 
Washington, of course, is enthusiastic over the 
Washington plan. MacAtte says the D..C. plan is 
satisfactory there. Some criticism was heard around 
the lobby, that the deduction of $2.00 per month 
was high handed; but the defense says. that other- 
wise this class of labor will pay nothing. When 
sick, they are destitute and pay nothing. The Ala: 
meda, California, plan is favored. 

Wayne County Medical Society has a workable 
plan for Detroit. 

Upton of New York said that there are accusa- 
tions that the Trustees do not represent the senti- 
ment of the profession. Mund of Illinois says that 
the Trustees are the only group competent to han- 
dle the situation. 

Bunce spoke for the Trustees and said he for 
one did not want the responsibility. 

Dr. Apt said that the health insurance situation 
was desperate. Others spoke against it. 









































Dr. Mango of Massachusetts stated that they had T 
$137,000,000 in hospitals in Massachusetts and last #14 , 
year treated 700,000 patients, 300,000 of whom did & gen 
not pay. Massachusetts, in his estimation, furnish- # ods 
es adequate medical attention. thes 

Everything in the House of Delegates was rosy @ the 
when Reed of Oklahoma, President of the state Mand 
society and a member of the state senate, stated los): 
by wire that the A.M.A. would be disregarded by @ Pla: 
his state. He told their delegates that they should & Ma; 
“go it” alone and pay no attention to the rest of & vari 
the country. Aid 

Roberts in Georgia wants relief for doctors a5 & cig) 
well as others. rax 

Shirley suggested that eleven ex-president of the MM tho; 
A.M.A., “all orators, go to Washington and orate @ ing) 
us out.” Very good!! v 

The profession in New Jersey is not united and & cay; 
$200,000 distributed by F.E.R.A. has whetted ap- 
petites for more and they like federal as well as 
other money. M 

Sanders gave the well known figures that pre- sue 
vail: England pays $2.03 per year per person tom U™* 
each physician, $1.65 in’many other countries, in- a 
cluding Germany. Follensby of the Judicial Coun- i “0” 
cil stated that the’ Committee appointed by Hoov- M$!” 
er in 1927 to study costs of medical care had theif ore 
plans written out before they ever met. T 
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eic., were bitterly condemned by many delegates. 
Follansby also called attention to the grabbing of 
fees by relief doctors who continued to “yell” for 
more. He seems to have a very correct and fair 
attitude towards doctors in spite of his apparent 
knowledge of their shortcomings. 

MacAtte stated that community chest abuses of 
doctors’ charity should cease, and all charity cases 
closely investigated. 

Many short statements were made at this time, 
some good and some bad. 

The trend of feeling was rapidly being swung to 
the adoption of a rewritten report. Carey of Texas 
favors a mass meeting and much brass band. Oth- 
ers according to their tastes, wish to stalk their 
game in high places. My impression was that 70 
per cent of the profession was represented in the 
House and at least 75 per cent of the delegates 
will make attempts to get action on Congressmen 
and Senators by writing them. Some want to car- 
ry the war into the homes and stir up the people. 


BOOK REVIEWS 


TUBERCULOSIS—A Book for the Patient; by 
Fred G. Holmes, M.D.; Director of the National 
Tuberculosis Association; Chief of Staff, Good 
Samaritan Hospital, Phoenix; President-Elect, Ari- 
zona State Medical Society; Fellow of the Ameri- 
can College of Physicians; D. Appleton-Century 
Company, Inc.; New York; London; 1935. 

Dr. Holmes has not added “iust another book” to 
the considerable number written for the tubercu- 
lous patients. This book is written entirely from 
the viewpoint of the patient who is interested in 
what is wrong with him and what to do about it. 
While formerly the physicians generally believed 
that it was best that patients make no effort to un- 
derstand their maladies, it is now known that in 
many conditions it is wise to educate them upon 
their diseases in order that they may better coop- 
erate with their physicians. Dr. Holmes’s book is 
entirely with the thought that the patient with tu- 
berculosis of the lungs should have an understand- 
ing of it. It explains to the patient, in his own 
language to a great extent, his disease and what 
should be done for him. 

The book is divided into two parts with 25 and 
14 chapters respectively. Part one is devoted to the 
general study of the disease and the ordinary meth- 
ods of treatment and problems connected with 
these subjects. Among the titles of the chapters in 
the first part are Tubercle Bacillus, Indifference 
and Ignorance Versus ‘Knowledge, Early Tubercu- 
losis, The First Symptoms, Choice of Physician, 
Planning the Treatment, Rest, Air and Sun Baths, 
Marriage, Patent Medicines, etc. Part two discusses 
various special features such as Mechanics to the 
Aid of Nature, The Air Splint, Technique of Artifi- 
cial Pneumothorax, Cases Suitable for Pneumotho- 
tax, Disadvantages and Complications of Pneumo- 
thorax, Intrapleural Pneumolysis (Adhesion Sever- 
ing), Thoracoplasty, etc. 

We predict the need for an early reprinting be- 
cause of popularity. 








MEDICAL CLINICS OF NORTH AMERICA: is- 
sued serially, one number every other month; Vol- 
ume 18, Number three; New York Number; Nov- 
ember, 1934; Octavo of 301 pages with 17 illustra- 
tions; per clinic year July 1934 to May 1935, paper, 
$12.00, cloth, $16.00 net; Philadelphia and London; 
W. B. Saunders Company; 1934. 

This volume begins a radical change in policy in 
the medical clinics of North America. The plan is 


to have symposia upon the every day problems of * 
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the general practitioner. Difficult clinical aspects 
of a condition such as lymphadenopathy, as ap- 
pears in this issue, rather than a general discus- 
sion of them, will be the method of presentation of 
the subjects. 


Pages 633 to 726 are devoted to lymphadeno- 
pathies. The very latest word on all phases of this 
- subject will be found. This volume also contains 
other subjects, such as the failing heart and its 
treatment, the heart in acute rheumatic fever and 
similar conditions, the relation of the thyroid gland 
to Graves disease, pneumonia in infants and chil- 
dren, migraine, the use of a liberal carbohydrate 
diet in the treatment of diabetes, the treatment oi 
intestinal amebiasis, the antitoxin treatment in 
erysipelas, etc. 


The clinics are given by such well known men as 
Harlow Brooks, George H. Hyslop, Walter A. Bas- 
tedo, Harold J. Stewart, and others. . 


It would appear that during the course of a year 
one would have the very latest information on a 
wide variety of subjects by subscribing to these vol- 
umes. 


PHYSICAL DIAGNOSIS: by Warren P. Elmer, 
B.S., M.D., Associate Professor of Clinical Medicine, 
Washington University School of Medicine; Assist- 
ant Physician to Barnes Hospital; Physician-in- 
Charge, Missouri Pacific Hospital; Consulting 
Physician to Jewish Hospital, St. Louis, and St. 
Louis County Hospital; and W. D. Rose, M.D., Late 
Associate Professor of Medicine in the University 
of Arkansas, Little Rock, Arkansas; Seventh Edi- 
tion; The C. V. Mosby Company; \1935; St. Louis, 
Mo,; Price, $8.00. 


SOUTHWESTERN MEDICINE 


A reliable up-to-date book of physical diagnosis 
should be on every physician’s desk. Drs. Elmer 
and Rose are bringing out the seventh edition of 
the book Physical Diagnosis. In their preface they 
state that they have made use of criticism. em- 
bodied in reviews of previous editions. New mate- 
rial has been added in various sections. The chap- 
ters on electrocardiography have been completely 
revised. 


The chapter on radiology in physical diagnosis 
is contributed by Dr. Sherwood Moore. There are 
several chapters on the heart contributed by Dr. 
Drew Luten. 


This work would seem to be of the highest value 
on physical diagnosis. 


ONE HUNDRED AND FIFTY YEARS OF 
PUBLISHING; 1785-1935; Philadelphia; Lea & 
Febiger, 1935. 

The volume published in 1885 under the title of 
One Hunlred Years of Publishing is revised and am- 
p-ified under the title of One Hundred and Fifty 
Years of Publishing. 

This is a story of the development and accom- 
plishments of Lea and Febiger. On page 37 we read 
that the house has always recognized the moral re- 
sponsibilities attached to its business and that it has 
never sought gain by pandering public taste. 

We shali certainly not be criticized by any reader 
for saying that these high principles probably have 
been responsible for the survival and success of the 
firm. 
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Modernly equipped for the care 
and treatment of tuberculosis in 
all stages. Rates $15.00 per week 
and up. Nurses care and medical 
attention included. $10.00 per week 
for convalescents. Write for -de- 
scriptive booklet. 








EL PASO, TEXAS, 


THE LONG SANATORIUM 


a A. D. Long, M. D. 


Director 








Founded 1896 by Dr. Hubert Work 


A modern, newly constructed 





WOODCROFT HOSPITAL, PUEBLO, COLORADO 


Sanitarium for the scientific 
care and treatment of those 
nervously and mentally ill, the 
senile and drug addicts. 
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